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symptoms in children. The 


A new book to guide you toward today’s most effective 
measures in understanding and managing convulsive 
material 


Chao, Druckman & Kellaway—Convulsive Disorders of Children 


breathholding attacks to massive spasms. It delineates 


ranges from 


See SAUNDERS Advertisement on next 2 pages 


clearly the responsibility of the physician in long 
range maintenance, therapy and follow-up care. 
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| a il Specific aid in the recognition, understanding 
from aunders 
and therapy of convulsive symptoms in childhood 


new Chao, Druckman & Kellaway’s 


DISORDERS CHILDREN 


diagnostic hints as well as a number of typical EEG 


This unusual new book provides a remarkably useful 


vuide to clinieal diagnosis and treatment of the entire tracings for comparison and identification purposes. 
range of childhood convulsive disorders. \ Drug Table lists the 15 most-used drugs in convul- 
“atu of eizures are thoroughly investigated. Exten sive disorders. For each the table gives indications 
sive attention is devoted to early symptomatology. to 

for use. dosage In Various age groups. toxterties, and 
the significance of the first attack or attacks. and to 

remarks on effectiveness. Youll weleome the manner 


the prognosis for the various types of convulsive di-- 
in which this volume sums up precisely what can now 


orders. Case histories are used throughout to drama- ; 
he done for vour young convulsive patients, 


tize the author's recommendations. 


in By DORA MOD Phystetan and Assistant: Director, Blue Bird 


Much valuable clinical information is contained 
sections on: Massive Spasms Idiopathic Epilepsy 


A-<istant: Professor of Pediatrics, Bavlor University 


Clinte, Methodist Hospital, ane 
College of Medicine, Houston; RALPH DRUCKMAN, Associate Neurologist, 


Convulsive Equivalent Attacks Benign Febrile Blue Bird Clinic, Methodist Hospital, and Assistant Professor, Departments of Neurol- 
Convulsions Breath-holding Attacks—— Extra-Cere- oxy Univectity of Modicine: PETER KRLLA- 
. WAY. AM... PRD, Director, Blue Bird Clinie, Methodist Hospital, and Associate 

Professor, Department of Physiology, Baslor University College of Medicine. lot 

chapter on Electroencephalography contains many pages, iMustrated. $6.00 Published! 


New (2nd) Edition! A postgraduate reference on physical diagnosis 


Dunphy & Botsford’s PHYSICAL EXAMINATION 
OF THE SURGICAL PATIENT 


fully reviewed and revised the text. You'll find new 


This “how-to-do-it” hook gives you a clear picture of 
information on history taking and on special exami- 


the methods and importance of eliciting physical 


signs in surgical conditions. It tells you what to look nation for detection of cancer. New illustrations have 
for, how to look for it. and what your findings mean. been ineluded and color has been added to others. 
It is divided into two main sections: (1) The Elective Special emphasis has been placed on diagnostic pit- 
Examination—a careful, studied evaluation of the falls. Reliable check lists ease your examination task. 


patient from head to toe (2) The Emergency Exami- 


nation——an evaluation of the badly injured patient By J. PNGLEBERT DUNPHY, Profesor of surgery, Harvard Med 


ical school; Director of Sth Surgical service for Sears Surgical Laboratory, Boston 


overing ajor causes of trauma. 
covering all major cau City Hospital; and THOMAS W. BOTSFORD, Clinical Associate in 
surgery, Hlarvard Medieal school; Senior As-octate in Surgers, Peter Bent Brigham 
: For this New (2nd) Edition, the authors have care- Hospital. 375 pases, 67x9',”, with 203 illustrations. $2.00 Now (2nd) Edition! 


New (4th) Edition! Shows how disease affects female reproductive organs 


Novak & Novak’s GYNECOLOGIC & OBSTETRIC PATHOLOGY | 


nology of the menstrual eyele and pregnancy. A new 
chapter on Exfoliative Cytology has been added, 
Chapters on Placental Abnormalities, Implantation 
and Placentation have been drastically revised. 


This famous text and atlas on the various diseases of 
the female reproductive tract has been brought com- 
pletely up-to-date. Each of the generative organs is 
considered separately. A complete picture is given of 
structural and funetional changes brought about by 


By EMIL NOVAK, M.D, (Hen), (Hon.), Late 


® every disease that may attack that organ. Gross ap- 
il | | Assistant: Professor Emeritus of Gynecology, The Johns Hopkins Medical School; 
pearance of lesions is described and pictured, along Gynecologist, Bon Secours and St. Agnes Hospitals, Baltimore; and EDMUND R 
Medical 


NOVAK, Assistant Professor of Gynecology, John. Hepkin- 


with microscopic representation. The authors clearly 


school; Gynecologist, Johns Hopkins, Bon Secours, Hospital for Women of Marsland, 


differentiate between lesions whose similarities might 
. and Union Memorial Hospitals, Baltimore. 650 pages, with 083 illustrations, 25 in 
prove confusing. They carefully review the endocri- (deh) 
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Analyzes the puzzling case, the persistent disorder 
that fits no pattern and defies normal diagnosis 


Roberts’ 
DIFFICULT DIAGNOSIS 


A guide to interpretation of obscure illness 


When the physician strikes a blank wall in his efforts 
to pinpoint the cause of an illness, he can turn to this 
volume and find neatly catalogued descriptions and 
discussion of all the unusual etiologic factors that 
might produce a particular clinical picture. 


The first portion of the book covers groupings of re- 
lated diseases which frequently produce obscure ill- 
ness—metabolic diseases—infections— jaundice—dys- 
collagenoses—etc. The second part discusses every 
special diagnostic procedure of value—noting tech- 
nique of performance, reliability and significance of 
results, 


Dr. Roberts discusses mainly the early atypical mani- 
festations rather than the fully developed syndrome. 
He covers baffling cases of apathetic hyperthyroidism, 
“pre-leukemic” leukemia, hematogenous tuberculosis. 


myeloma, ete. One entire section is devoted to obscure 


Here is today’s most useful source for understanding 
causes, nature, clinical symptoms and treatment for 
the entire range of personality disorders. The authors 
lead you through every step of examining the patient 

how to elicit the most useful history, how to test, 
how to gather and interpret diagnostic data. Every 
approved method of therapy is described. Detailed 
case histories illustrate important points. 


For this new edition all new advances in clinical 
psychiatry have been carefully reviewed by the 


W. B. SAUNDERS COMPANY West Washington Square, Phila. 5 


Please send and charge my account: 


New (5th) Edition! Effective help in management of mental disorder 


Noyes & Kolb’s MODERN CLINICAL PSYCHIATRY 


| 


from | | 


| 


A | 
| NEW 
BOOK! 


postoperative complications. Another covers the 
specific diagnostic problems in abdominal pain, G.I. 
hemorrhage and intestinal obstruction. You'll find a 
separate 64-page atlas of Systemic Dermadromes pic- 
turing cutaneous signs of systemic disease. You'll find 
also a thumb-tabbed index of Signs, Symptoms and 
Laboratory Manifestations which will help you 
quickly relate signs to particular disorders, 


Dr. Roberts has ineluded almost 3000 pertinent 
bibliographic references from literature of the past 
10 years. Some are as recent as May, 1958. This entire 
hook is filled with hard-to-find di: agnostic data never 
before collected together in one compact, usable 


source, 


By H. J. ROBERTS, M_D., Staff, Good Samaritan Hospital and St. Mary's Hospital, 
West Palm Beach, Florida. 913 pages, 6”x9!,”, illustrated. $19.00. New! 


authors and the worthwhile developments incorpo- 
rated. You'll find a new and authoritative chapter on 
Pharmacotherapy in Psychiatry. A valuable new 
chapter has been added on Psychiatry and the Law. 
The sections on alcoholism, senile and childhood 
psychoses are extremely helpful. 

By ARTHUR P. NOYES, M.D., Superintendent, Norristown State Hospital, Norris- 
town, Pa.; and LAWRENCE C. KOLB, M.D., Professor and Executive Officer, 
Department of Psychiatry, College of Physicians and Surgeons, Columbia Uni- 


versity; Director, New York State Psychiatric Institute. 694 pages 6”x9!,”. $8.00 


New (5th) Edition! 


{| Chao, Druckman & Kellaway—CONVULSIVE DISORDERS OF CHILDREN $ 6.00 

Dunphy & Botsford—PHYSICAL EXAMINATION OF SURGICAL PATIENT... 8.00 
Novak & Novak—GYNECOLOGIC & OBSTETRIC PATHOLOGY 14.00 
Roberts—DIFFICULT DIAGNOSIS ............. 19.00 
C] Noyes & Kolb—MODERN CLINICAL PSYCHIATRY 8.00 
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JUST PUBLISHED 


SINGLETON’S 
X-RAY DIAGNOSIS 


OF THE ALIMENTARY TRACT 
IN INFANTS AND CHILDREN 


380 Illustrations on 215 Figures 


Although basically a book on x-ray diagnosis, this new work is con- 


cerned with so very much of the total diagnostic approach to congenital 
and acquired abnormalities that its sphere of usefulness extends deeply 


into the practice of every doctor concerned with children. 


This, indeed, is an expertly correlated presentation of anatomy, embry- 


ology, physiology, roentgen and physical findings. Dr. Singleton uses 


clear-cut portrayals of the normal as the foundation for recognition of 


the abnormal; points out the variations in findings at various age levels; 


provides the technics of examination which permit most accurate x-ray 


findings in all ages of infancy and childhood. 


The special care which has been exercised in selection of the 380 illus- 
trations on 215 figures is quickly appreciated at a glance. This fine 


collection of roentgenograms has been reproduced with the same 


fidelity of detail recognized by the profession as a distinguishing 
characteristic of Year Book Publishers’ many well-known publications 
in the radiologic field. Truly a significant and valuable contribution 
in a vital sphere of medical practice. By EDWARD B. SINGLETON, 
M.D., Director of Radiology, Texas Children’s and St. Luke’s Hospitals, 
Houston, Texas. 352 Pages; 380 Illus. on 215 Figs. 


CONTENTS IN BRIEF 


Indications for Radiologic Examination—Technic of Examination of Upper Gastro- 


intestinal Tract—Normal Esophagus—Abnormalities of the Gastroesophageal Junction 
—Congenital Malformations of the Esophagus—Acquired Lesions of the Esophagus— 
The Normal Stomach—Congenital Abnormalities of the Stomach—Acquired Lesions of 
the Stomach—Normal Small Intestine—Congenital Abnormalities of the Small Bowel 
and Intestinal Obstruction—Acquired Lesions of the Small Intestine—Technic of 


Colon Examination—Congenital Lesions of the Colon—Acquired Lesions of the 


Colon—Congenital Diaphragmatic Hernia. 


PUBLISHERS INC. 


The Year Book Publishers, Inc., 200 East Illinois St., Chicago 11, Ill., 
Please send and bill subject to 10 days’ examination 


SINGLETON’S X-RAY DIAGNOSIS OF THE ALIMENTARY TRACT IN CHILDREN...... Approx. $15.00 
NEW YEAR BOOK OF GENERAL SURGERY $7.50 
[J NEW YEAR BOOK OF PEDIATRICS—Gellis 
L) NEW YEAR BOOK OF OBSTETRICS & GYNECOLOGY—Greenhill 


NEW YEAR BOOK OF 
GENERAL SURGERY—DeBakey 


Just Published and in step with trends and shifting 
emphases in surgical progress: for example, cardio- 
vascular surgery, tissue transplantation and others. 
This is the second volume under Dr. DeBakey’s 
editorship. The great enthusiasm generated by his 
first effort will surely find renewed expression as a 
result of this superb coverage of latest important 
surgical advances now ready for use in your own 
daily practice.—Edited by MICHAEL E. DEBAKEY, 
M.D., Baylor University. Special section on Anes- 
thesia, edited by STUART C. CULLEN, M.D., Uni- 
versity of California Medical Center. 588 Pages; 


149 Illus.; $7.50. 


NEW YEAR BOOK OF 
PEDIATRICS—Gellis 


Just Published—Dr. Gellis continues his popular 
practice of seeking editorial comments from fore- 
most clinicians; this year 73 great authorities. Any 
physician who has ever read Dr. Gellis’ Year Book 
knows full well how completely he can rely on its 
factual, up-to-the-minute coverage of everything 
worthwhile recently appearing in the world’s best 
journal literature on pediatric problems.—Edited 
by SYDNEY 8S. GELLIS, M.D., Children’s Medical 
Center, Boston, Mass. 496 Pages; 125 Illus.; $7.50. 


NEW YEAR BOOK OF 
OBSTETRICS & GYNECOLOGY 
—Greenhill 


Just Published and again the fine example of rare 
editorial judgment which has characterized Dr. 
Greenhill’s long stewardship. 76,000 words of famous 
“Greenhill Editorial Comment” (equivalent to a 
139-page monograph) promise you one of the most 
inclusive and stimulating volumes ever to appear in 
this invaluable annual volume’s long history. 
Edited by J. P. GREENHILL, M.D., Cook County 
and Michael Reese Hospitals, Chicago. 607 Pages; 
Illus. $7.50. 
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Bell—A Textbook of Pathology 
By E. T. BELL, M.D. 


Emeritus Professor of Pathology, University of Minnesota, 
Minneapolis; AND CONTRIBUTORS 

Pathology is presented as a living science that ex- 

plores the nature and causes of disease on which 

all successful practice of medicine is based. ‘Has 

no peer as a storehouse of practical pathologic 

Medicine. 


8th Edition. 1028 Pages. 
and 5 Plates in Color. 


545 Illustrations 
$14.50 


Hollander—Comroe’s Arthritis 
By JosepH L. HOLLANDER, M.D., F.A.C.P. 


Associate Professor of Medicine and Chief, Division of 
Rheumatology, Graduate School of Medicine, 
University of Pennsylvania, Philadelphia 


This book covers the entire field of rheumatic 
diseases. It is replete with authoritative advice by 
18 rheumatologists on diagnosis, differential diag- 
nosis and treatment. “Of great value.”—S. G. & O. 


5th Edition. 1103 Pages. 399 Illus. $16.00 


Master, Moser & Jaffe—Cardiac 
Emergencies & Heart Failure 


By ARTHUR M. Master, M.D. 
Cardiologist, Mt. Sinai Hospital, New York 


MARVIN Moser, M.D. 
Assistant Physician in Medicine, Montefiore Hospital, 
New York City 
and Harry L. Jarre, M.D. 
Assistant Attending Physician, Cardiology, 

Mt. Sinai Hospital, New York 
“This book should greatly benefit physicians likely 
to encounter cardiac emergencies or patients with 
heart failure.”—J.A.M.A., Vol. 159, No. 13. 


2nd Edition. 203 Pages. 14 Illustrations. 


$3.75 


Flexible Binding. 


LEA & FEBIGE 


Check enclosed. 


Harvie—Pediatric Methods and $4.50 
Hollander—Comroe’s 16.00 Master, Moser and Jaffe—Cardiac Emergencies............. 3.75 


JL.A.M.A, 1 


Please enter my order and send the books indicated below: 
C) Bill me at 30 days. 


2 NEW 1958 BOOKS—JUST PUBLISHED 


Harvie—Pediatric Methods 
and Standards 


DEPARTMENT OF PEDIATRICS, SCHOOL OF MEDICINE, 
UNIVERSITY OF PENNSYLVANIA 
By FRED H. HARVIE, M.D. 


Associate Professor of Clinical Pediatrics, University of 
Pennsylvania School of Medicine, Philadelphia 


Here in one volume for the pocket or professional bag, are the 
essential facts of pediatrics in readily usable form. Concise, 
factual data and test methods fill every page, with just enough 
textmatter to facilitate their proper usage. Dr. Harvie is very 
specific in his recommendations. Suggestions for the study and 
care of children are abundantly evident. The sections on treat- 
ment give quick, accurate guidance on what to do to see the 
patient safely through the first 12 to 24 hours. Of special value 
to practicing physicians is a complete listing of the drugs (in- 
cluding antibiotics) and sera used in pediatrics, with indica- 
tions and dosages. Already a long-established part of pediatric 
teaching and practice in Philadelphia, this useful handbook is 
now made generally available in response to many requests. 


New 3rd Edition. 330 Pages, 4%” x 8”. Illustrated With 
Many Charts. Diagrams and Tables. $4.50 


Brill—Trifluoperazine 


Introduction by HENRY BRILL, M.D. 


Assistant Commissioner, New York State Department 
of Mental Hygiene, Albany, N. Y 


Trifluoperazine is an important new drug that is proving effec- 
tive in treating a wide variety of psychotic and neurotic dis- 
orders. Forty-four investigators present, in this new book, 25 
papers on the clinical and pharmacological aspects of trifluo- 
perazine. It is a compendium of helpful do's and don'ts to guide 
you in the effective use of this new drug. Papers are presented 
under five main headings: Psychopharmacology, Pharmacology 
and Chemistry; Functional Psychoses; Brain Disorders; Psycho- 
neuroses and Personality Disorders; and Extrapyramidal Symp- 
toms and Other Side Effects. This book makes available infor- 
mation that is essential to all who wish to use effectively and 
control dependably, this important new drug for treating mental 
and emotional disorders. 


New. 219 Pages, 5” x 8”. Illustrated. 35 Tables. $3.50 


WASHINGTON SQUARE, PHILADELPHIA 6, PA. 
Canadian Agent: The Macmillan Co. of Canada, Ltd., 70 Bond St., Toronto. 


(We pay postage if remittance in full accompanies your order) 


(J Charge under your monthly partial payment plan. 
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Edited by WALTER 
MODELL, M.D., Asso- 
ciate Professor of Phar- 
macology, Cornell 
University Medical 
College; Attending 
Physician, New York 
Veterans Administration 
Hospital; Associate 
Visiting Physician, 
Bellevue Hospital, New 
York, New York. With 
37 eminent contributors. 
Just Published, 931 
ages, 634” x 934”, il- 
ustrated. Price, $12.75. 


Gardner 


By WESTON D. 
GARDNER, M.D., 
Associate Professor of 
Anatomy, Marquette 
University School of 
Medicine; Director of 
Medical Education, 
Evangelical Deaconess 
Hospital, Milwaukee, 
Wisconsin. Just Pub- 
lished. 376 pages, 
634" x 20 illustra- 
tions. Price, $10.00. 


By HUGH E. STE- 
PHENSON, JR., B.S., 
M.D., Professor and 
Chairman, Department 
of Surgery, University of 
Missouri School of 
Medicine; Chief of Sur- 
gical Service, University 
of Missouri Hospitals. 
Just Published. 378 
pages, 634” x 934”, 

31 illustrations. 

Price, $12.00. 
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Mosby Books to Help You Deuelop 
Your Diaguostic aud Clinical Skills 


Just Published! 
DRUGS OF CHOICE 1958-1959 


Are you confident that you are prescribing the right drug for every therapeutic situation? 
Unlike any other book pene. DRUGS OF CHOICE 1958-1959 is the only book available today 


that critically reviews the drugs in current use and more importantly, explains the basis for choosing 
one over another. The first in a series of biennial volumes, this 931 page reference is a practical guide 
to all of your therapeutic decisions. 


Edited by Dr. Modell and written by 37 eminent clinicians, this book answers a long-existent need 
for an unbiased authoritative reference to classify drugs and indicate which of the newer drugs are 
superior and which are inferior to the old. Dr. Modell's new book compares drugs within therapeutic 
groups in realistic terms covering relative potency, toxicity, modes of administration, speed of devel- 
opment of action and duration. Furthermore, it includes the advantages one agent has over another 
despite the fact that both exert similar or even identical pharmacodynamic actions. 


An alphabetically-arranged index with each chapter lists the drugs by their generic and trade names 
and gives a capsule account of the drug, the forms in which it is available and dosages. 


Just Published! 
DIAGNOSTIC ANATOMY 


DIAGNOSTIC ANATOMY, by Dr. Weston Gardner, attacks one of the most difficult problems you 
face in your practice today—correlating your basic knowledge with your clinical knowledge. This 
book can be of value to you in helping you reacquaint yourself with the anatomic features of the 
patients you examine. It helps you answer such questions as: “What am I palpating?” and “What 
is under this area I am examining?” 

Employing the terminology you use every day, the book correlates aspects of regional gross and 
topographic anatomy based upon the techniques, sequence and problems you encounter in making 
physical diagnosis from the general viewpoint of internal medicine. Following introductory chapters 
on constitutional anatomy, aging of the human body, postural considerations and the integumentary 
system, the major regions of the human body are analyzed according to their structural components 
and morphological relationships. The information is presented in the sequence that these regions and 
their iy structures are appraised in the physical examination. 


gray attention is devoted to how anatomical structures or portions of the body wall, or even regions 
of the body, which act as barriers to diagnosis can be utilized as useful diagnostic tools. 


CARDIAC ARREST AND RESUSCITATION 


The first complete monograph on the subject, Dr. Hugh Stephenson’s newly published book, 
CARDIAC ARREST AND RESUSCITATION was written particularly to acquaint physicians in all 
areas of medicine with the facts necessary to successfully resuscitate a human heart and to stimulate 
thinking and further understanding of the problem of cardiac arrest and resuscitation. 

Few emergencies are remembered as vividly as those of sudden cessation of cardiac output. An ade- 
quate knowledge of the subject falls by necessity into the scope of nearly every physician—regardless 
of whether you are a surgeon, anesthesiologist, cardiologist, or a generalist. This important work pro- 
vides a concise, yet comprehensive presentation of all the available data on the subject, much of which 
is not otherwise available to the medical profession. 

Many of the conclusions presented are based on a study of more than 1,700 cases contained in the 
Cardiac Arrest Registry established by Dr. Stephenson with the cooperation of physicians all over the 
world. Material on Neurosurgical sequelae following cardiac arrest and a detailed account of “elec- 
tive” cardiac arrest add to the value of this book. 


At Your Favorite Bookstore or 
Order Your Personal Copies on 10 Day Approval From 


The C. V. MOSBY Company 
3207 Washington Bivd., St. Louis 3, Mo. 
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Advanced therapy for advancing hypertension 


Apresoline 


Apresoline contributes an exclusive 
therapeutic action to the treatment of 
moderate to severe hypertension, renal 
hypertension, glomerulonephritis and 
toxemia of pregnancy: It not only 
brings blood pressure down, but is the 
only therapeutically acceptable agent 
that increases blood flow in ischemic 
kidneys. Kidney damage may thus be 
reduced and renal function improved 
when Apresoline is made part of the 
antihypertensive program. 


Apresoline —especially when the kidneys are involved 


Hemodynamics of hypertension Corrective action of Apresoline 


Renal blood flow reduced. Resulting 
ischemia leads to degeneration of renal 


Decreases renal vascular resistance. Im- 


ateiihies proves renal blood flow. 


Cerebral vascular resistance increased. : 
, Reduces cerebral vascular resistance. 
Oxygen consumption decreased. 


Widespread vasoconstriction leading to Decreases peripheral resistance, thus 


chronic hypertension. lowering elevated pressures. 


Inhibits action of several vasopressor 


Humoral factors more important than 
substances in blood and tissue fluids of 


neurogenic and intrinsic factors. 


midbrain, kidneys and periphery. 


SUPPLIED: rastets, 10 mg. (yellow, double-scored) , 25 mg. (blue, coated) , 50 mg. (pink, coated) 
and 100 mg. (orange, coated) . aMPuULS, 1 ml., 20 mg. Apresoline hydrochloride per ml. 


APRESOLINE® hydrochloride (hydralazine hydrochloride CIBA) ( ‘ | B A 


2/2500M" SUMMIT, N.J. 
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ATLAS OF 
TECHNICS IN SURGERY 


By JOHN L. MADDEN, M.D., F.A.C.S. 
Director of Surgery, St. Clare's Hospital, N. Y. C. 

Associate Clin. Prof. of Surgery, N. Y. Medical College 
Introduction by JOHN H. MULHOLLAND Foreword by JAMES M. WINFIELD 
Illustrations by ALFRED FEINBERG and ROBERT WABNITZ 
Critical Discussions by 62 EMINENT SURGEONS 


This new Atlas is designed to meet the exacting requirements of the practicing surgeon and the 
surgeon-in-training for illustrations which clearly picture major and in-between steps of the operative 
procedures in general surgery. Illustrations occupy right hand pages with descriptive legends sharing 
corresponding left hand pages with critical discussions (by outstanding surgeons) and a complete 
bibliographic reference list. 


DISCUSSIONS BY 1843 ILLUSTRATIONS ON 293 FULL PAGE PLATES 
Fred. H. AMENDOLA 
John M. BEAL The 1843 individual illustrations are originals perfected from sketches made 


Claude S. BECK 


Alfred BLALOCK in the operation room by Alfred Feinberg or Robert Wabnitz. Each illustration 
‘ani BRUNSCHWIG pictures structures with anatomical accuracy for ready identification. Printed 
aot pig? reproduction is by an improved deep-etch process on a special, slightly tinted 
——_o paper which produces a third dimensional, rotogravure effect. 

Ralp! 

James 

Michael E. De 

BEBO ISN 101 INDIVIDUAL PROCEDURES DESCRIBED AND ILLUSTRATED 

Ralph DETERLING, Jr. 4 
Edward J. DONOVAN Following contributed sections on fluid balance, pre- and post-operative 
pd SO ASSTEDT care by Henry T. Randall and anesthesia by George A. Keating, the author 
3 a covers the types and choice of incision before describing the illustrated step-by- 
Edgar L. FRAZELL step technics of the 89 important procedures (in general surgery). The major 
Frank GLENN space allocation is to thoracic, abdominal and cardiovascular procedures. 


Robert B. HIATT 

J. William HINTON 
William D. HOLDEN 
Cranston W. HOLMAN 
George H. HUMPHREYS, II 


CRITICAL DISCUSSIONS BY 62 AUTHORITIES 


EATING 62 skilled surgeons critically discuss the author's operative technics to point 
os Ss thee out any in-between steps with which they disagree and to describe optional 
J. Wm. LITTLER alternate steps which they prefer as having produced better results for them. 
& Arthit ONGMINE, Jr. The result is a highly desirable balance of opinion 


Jere W. LORD, Jr. 
William MacFEE 
Ferd. F. McALLISTER 


Richard H. SWEET 
Samuel A. THOMPSON 
Arthur 8S. W. TOUROFF 
A. B. VOORHEES, Jr. 
Kenneth W. WARREN 
John P. WEST 
William C. WHITE 


is an indispensable reference for all physicians practicing 


or planning to practice surgery. 


OCT. 1958. 670 PAGES. 1843 ILLUS. $30.00 


Herbert C. MATER COMPLETE ATLAS OF SURGICAL TECHNICS 
Aubre DeL. MAYNARD Also NEW 
— No other Atlas in the field of general surgery pro- 
George T. PACK vides a greater wealth of illustrations or detailed desc rip- PEDIATRIC SURGERY 
Senet 4. eee tive text. The critical discussions and list of references 1958. $20.00 
Gerald W. PESKIN are unique and practical features. Publication in a single 
eral Fe TARDALL volume permits ease of reference and the 9” x 12” page OPERATIVE OBSTETRICS 
size allows large size reproduction of illustrations to 1957. $20.00 

show operative and anatomic details with great clarity. John Borrie’s 
Lawrence W. SLOAN MANAGEMENT OF 
Raymond P. SULLIVAN Madden's ATLAS OF TECHNICS IN SURGERY EMERGENCIES IN 


THORACIC SURGERY 
1958. $10.00 
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pulse rate 
up? 


Serpasil slows heart rate in most 
cases of organic or functional 
tachycardia. 


You'll find it especially valuable in 
cardiac patients whose conditions 
are aggravated by heart speed-up. 
Through a unique heart-slowing 
action, independent of its antihy- 
pertensive effect, Serpasil prolongs 
diastole and allows more time for 
the myocardium to rest. Blood flow 
and cardiac efficiency are thereby 
enhanced. 


What’s more, you can prescribe 
Serpasil with confidence. Therapy 
with Serpasil is virtually free of the 
dangers (heart block and cardiac 
arrest) sometimes encountered 
with heart-slowing drugs. Side 
effects are generally mild and can 
be overcome by adjusting dosage. 


DOSAGE FOR TACHYCARDIA 
Dose range is 0.1 to 0.5 mg. (two 
0.25-mg. tablets) per day conven- 
iently taken in a single dose. Rapid 
heart rate usually will be relieved 
within 1 to 2 weeks, at which time 
the daily dose should be reduced. 
Suppression of tachycardia often 
persists after therapy is stopped. 
NOTE: In patients receiving digitalis or 
quinidine, Serpasil therapy should be ini- 
tiated with especially careful observation. 


Serpasil is not recommended in cases of 
aortic insufficiency. 


SUPPLIED: Tablets. 1 mg. (scored), 0.25 mg 
(scored) ond 0.1 mg. Elixirs, 1 mg. and 0.2 mg 
Serpasi! per 4-mi. teaspoon 


(reserpine C!IBA) 
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announcing 


new topically superior 


now available 
for topical application in dermatotherapy 


Kenalog (triamcinolone acetonide) is a new synthetic corticoid compound with powerful 
anti-inflammatory and antipruritic action. Developed by the Squibb Institute for Medical 
Research, and evaluated during preliminary clinical trials in over 1,000 patients, Kenalog 
used topically has demonstrated its great effectiveness in controlling most common 
dermatoses.' Symptoms of itching and burning are dramatically relieved after topical application 
of Kenalog.'? A superior agent for both acute and chronic dermatoses, its unexcelled 
anti-inflammatory action is most clearly apparent in the treatment of chronic, therapeutically 
refractory conditions, such as chronic eczematous dermatitis.* Complete resolution is often 
obtained with Kenalog where certain other topically applied steroids have failed.’ 


Kenalog in ointment, cream or lotion form may be used for treatment of a wide variety of dermatoses including: 


Atopic dermatitis Seborrheic dermatitis Lichen simplex chronicus 
Contact dermatitis Insect bites Exfoliative dermatitis 
Eczematous dermatitis Pruritus ani Stasis dermatitis 
Neurodermatitis Pruritus vulvae Nummular eczema 
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anti-inflammatory steroid 


Kenalog effectively provides for prompt symptomatic relief as well as control of many 
common dermatologic disorders.'? 


In double-blind tests in 309 patients comparing 0.1% Kenalog and 1.0% hydrocortisone, 
¥ Kenalog exhibited superior anti-inflammatory, antiallergic and antipruritic activity. 


Hydro- 
Total Kenalog outnens Neither Equally 
Investigator Cases Superior Superior Effective Effective 
Goodman? 50 32 3 
Smith et al.‘ 109 75 3 3 28 
Fitzpatrick et al.5 120 61 5 54 
Lerner® 30 20 4 1 


4 


15 


188 


309 


Kenalog is extremely well tolerated locally. No systemic toxicity has been observed in clinical 
studies, published and in progress, involving over 1,000 patients.'* Metabolic studies show that 
there is no electrolyte disturbance when Kenalog is applied topically.'*° 


Reports to the Squibb Institute for Medical Research. Supply 

a C. M.: Squibb — Research Notes 1:5 (Oct.) 1958. Kenalog cream, 0.1% — 5 Gm. and 15 Gm. tubes. 
en. J. J.; Ibid. p Kenalog lotion, 0.1% — 15 cc. plastic squeeze bottles. 

Smith, J. G.; Zawisza, R. J., and Blank, H.: Ibid. p. 6. Kenalog ointment, 0.1% —5 Gm. and 15 Gm. tubes. 


Fitzpatrick T.; F. W., and Walker, S. A.: Ibid. p. 12. 


Lerner, A. B.: ibid. p 
Robinson, R. C, V.: Bull, School of Med., U. Maryland 43:54 (July) 1958. 


Triamcinolone Acetonide 


KENALOG A SQUIBB TRADEMARK 


ll 
i 
i 
| || 102 
CH,OH 
q 
CH 
3 HO C 4 
-O” CH; 
Z 
| 0 


ane 


Clinically confirmed 
epro in over 2,500 
documented 
case histories'* 


CONFIRMED EFFICACY 


Deprol ® acts promptly to control depression 
without stimulation 


restores natural sleep 
® reduces depressive rumination and crying 


DOCUMENTED SAFETY 


Deprol is unlike amine-oxidase inhibitors 
> does not adversely affect blood pressure 
or sexual function 
> causes no excessive elation 
produces no liver toxicity 


does not interfere with other drugtherapies Wit 


this dose may be grad- 


Deprol is unlike central nervous stimulants ually increased up to 

> d t ° ° 3 tablets q.i.d. 
oes not cause insomnia 
> produces no amphetamine-like jitteriness tablet contains 400 
mg. meprobamate and 
® does not depress appetite 1 mg. 2-diethylamino- 
ethyl benzilate hydro- 
® has no depression-producing aftereffects chloride (benactyzine 

HCl). 
can be used freely in hypertension and 
in unstable personalities 50 scored tablets. 


1. Alexander, L.: Chemotherapy of depression—Use of bamate combined with benactyzine (2-dietnylaminoethy! b 
hydrochloride. J.A.M.A. 166:1019, March 1, 1958. 2. Current personal communications; in the files of Wallace Laboratories. 


Literature and samples on request WALLACE LABORATORIES, New Brunswick, N. J. 
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e serum response in 3 hours 


e clinical response in days 


e between-meal administration 
for better utilization 


e WITH SIDE EFFECTS INSIGNIFICANT 


48 patients* — serum iron rose rapidly, 
Hb. response prompt 


91 patients’ — significant reticulocyte response 
in 6 days on 2 tabs. t.i.d. in moderate 
hypochromic anemia— found extremely useful 


given on empty stomach in all cases—no 
gastric upset, diarrhea or constipation were found 


even in those with peptic ulcer, gastritis, lack 
of side effects was reported as quite impressive 
—slight gastric upset in one patient 


102 patients’ —a remarkably sharp rise in 
hemoglobin levels was demonstrated 


62 patients* — reported to be a real advance 
in iron therapy 


563 patients* — found to be efficiently absorbed 
and to provide predictable clinical results 


on fifth day 


one complaint of mild constipation 


2 instances of G.I. upset disappeared 
with dosage adjustment 


only eight cases of mild intolerance— 
no side effects even in patients with peptic ulcer 


not a single complaint of upset, 
FERRONORD taken on empty stomach in all cases 


41 patients’ — average daily Hb. rise of 1.6% 


well tolerated in peptic ulcer and gastritis 
patients—given on empty stomach in all cases 


only 4.39% of cases reported any side effects— 
usually adjusted with dosage 


DOSAGE SCHEDULE 
ome t Average adult dose: initially, 2 tabs. b.i.d.; 
ae | Severe cases, 2 tabs, t.i.d. 
Maintenance dose, 1-2 tabs daily. Each 
\_-___ FERRONORD tablet supplies 40 mg. of ferrous 


iron. 


@ FERRONORD Liquid, 60 cc. dropper bottles, 
40 mg. iron per ce, 


BIBLIOGRAPHY: 

1. Dwyer, T. A.: Clin. Med. 4:457, 1957. 2. Pomerante, J., and 
Gadek, R. J.: New England J. Med. 257:73, 1957. 3. Clancy, J. B.; 
Aldrich, R. H.; Rummel, W., and Candon, B, H.; Am. Pract. & 
Digest Treat, 8:1948, 1957. 4. O’Brien, T. E.; Onorato, R. R.; 
Dwyer, T. A., and Candon, B. H.: West. J. Surg. 65:29, 1957. 
5. Frohman, I. P., and others: Scientific Exhibit, Sixth Congress 
Internat. Soc. Hemat., Boston, Mass., Aug. 26-Sept. 1, 1956. 
6. Wagner, H.: Landarzt 31:496, 1955. 7. Jorgensen, G.: Arztl. 
Wehnschr. 10:82, 1955. 8. Aldrich, R. H.; Pomeranze, J.; Clancy, 
J. B., and others: Scientific Exhibit, A.M.A. Meeting, June, 1957, 
New York, N. Y. 


oF SULFATE COMPLEX) PAT. PENDING 


Nordson Pharmaceutical Laboratories, Inc., Irvington, New Jersey 


(formerly Nordmark) 


15 
4 
10,016 patients*°— Hb. response excellent, 
average treatment period 4-6 weeks 


The highest levels 
of Filmtab Com- 
pocillin-VK. 


The median levels 
of Filmtab Com- 
pocillin-VK. 

Note the high upper levels 

and averages at % hour, 

and at 1 hour. 

Doses of 400,000 units 

were administered before 

mealtime to 40 subjects 

involved in this study. 
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Comix it K comes in 
425 pag. (200,000 unirs!, 
bocthes of SO ang 100, ard 
in 250 ng. (400,000 units), 


borths of 25 and IO 


FOR (RAL SOLUTION, 
comes | 
dry gtanulcs for eas) 

With water. Cherry 
favored, the granules are 

in 40.cc. and hotties. 
Each 5-cc. teaspeon!ul repre. 
sents 125. mg. (200,000 units) 
of potassium penicil)in V. 


18 


Advantage of 


Menstrual Tamponage 
confirmed by 18-year study’ 


tests involving 5000 women indicate that... 


Y Unmarried women can use vaginal tampons! 


ff Tampons do not cause erosion of the 
cervix, vagina or labia’ 


vA Tampons do not irritate the vaginal mucosa'? 
Tampons do not block the menstrual flow'* 
Tampons minimize menstrual odor'* 


Tampons are comfortable ...help the 
psychological attitude toward menstruation’? 


References: 

1. Karnaky, K. J.: Clin. Med. 3:545 

2. Dickinson, R. L.: Jl. A.M.A. 128:490 

3. Karnaky, K. J.: West. Jl. Surg., Ob., & Gyn., 51:150 
4. Thornton, M. J.: Am. Jl. Ob. & Gyn., 46:259 

5. Sackren, H. S.: Clin. Med., 46:327 


TAMPAX” 


for internal menstrual hygiene 
Three absorbencies to meet varying requirements: 
Tampax Super, Tampax Regular, Tampax Junior 
For professional samples and reprints, please write: 


Tampax Incorporated 
Palmer, Massachusetts 
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REPORT ON DIABINESE 


A New Advance in the 


Oral Treatment of Diabetes 
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DIA BINESE 
Brand of chlorpropamide 
Tablets 


1. Introduction 


Diabinese (chlorpropamide) is a new oral hypoglycemic agent, 
discovered and synthesized by Pfizer. Extensive pharmacologic 
and clinical research has shown Diabinese to be a highly active 
agent, valuable in the treatment of selected diahetic patients. 
It is generally useful alone to control the mild to moderately 

: severe adult, stable diabetic, and, occasionally, with decreased 
requirements of insulin, to control adult diabetes of the "brittle" 


type. 


2. Chemistry 


Diabinese is an arylsulfonylurea. Chemically, it is 
1-(p-chlorobenzenesulfonyl)-3-propylurea, with a molecular 
weight of 276.76 and an empirical formula of C1 303N,SC1. 
Physically, Diabinese is a white, odorless, crystalline powder 
soluble in alcohol, moderately soluble in chloroform, sparingly 
soluble in benzene and ether, and insoluble in water. Its 
structural formla is shown below: 


Cl. SO, ~NH-C-NH-CH 
/ 


0 


CH, 


Although a sulfonamide, Diabinese has no antibacterial activity. 


3. Pharmacology 


Diabinese is rapidly absorbed from the gastrointestinal tract 
of man. Within one hour after a single oral gose, the medica- 
tion reaches readily detectable blood levels,~ which reach a 
peak within two to four hours.2>2 


Diabinese blood levels diminish gradually, the drug being excreted 

, Slowly in the urine as the active hypoglycemic mterial. Within 
96 hours, in man, 80-90% of a single oral dose of Diabinese is 
excreted in the urine. 


The half-time of its disappearance from the serum after a single 
0.5 Gm. dose has been found variously to be 35, 36, and 40° 
three hours, 1,455 or about 10 times that of tolbutamide.4 The evidence 


indicates that chlorpropamide is bound to protein in the blood.1,4 


1. Johnson, P.; Hennes, A., and West, K.: Conference on Chlorpropamide, 
New York Acad. Sc., Sept. 25-27, 1958, New York, N.Y. 2. Duncan, G.G., 
and Schless, G.L.: Ibid. 3. Leevy, C., et al.: Ibid. 4. Stowers, J.M., 
et al.: Ibid. 5. Magid, G.J., et al.: Ibid. 
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Unlike tolbutamide, Diabinese is not deactivated in the human, The 
para-chloro substituent contributes to the longer action of Diabinese 
by preventing its oxidation to an inactive metabolite. This character- 
istic, and its slow urinary excretion, have permitted once-a-day 
medication with maintenance of relatively constant blood levels and 
therapeutic activity. 


Acute and chronic studies in mice, rats, and dogs demonstrate its 
low order of taxicity. 


Acute Oral Toxicity of Chlarpropamide 


Animal Species LDs, and 95% Confidence Limits 
Mouse 1675 mg./kg. (1444-1943) 

Rat 2390 mg./kg. (1943-2940) 

Dog 800 mg. /kg. (Apprax.) 


These results are closely comparable to those obtained with 
tolbutamide in the same animal species. 


Dogs have tolerated oral doses of 150 mg./kg./ day for at least 
six months and 100 mg./kg./day for 20 months. Studies with 
Rhesus monkeys maintained on oral doses of Diabinese of 50, 100, 

and 200 mg./kg./ day have also shown no toxic effects. Complete 
examinations of all the tissues of animals sacrificed during the 
studies showed no abnormalities attributable to the drug. Diabinese 
has been well tolerated in rats and dogs in doses 20 times greater 
than the recommended dose for humans (in proportion to body weight) 
far periods up to 20 months. 


In rats, dogs, and monkeys Diabinese is an effective, orally active 
hypoglycemic agent. The greater hypoglycemic potency of Diabinese com 
pared to tolbutamide is best demonstrated in monkeys. 
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HYPOGLYCEMIC ACTIVITY OF DIABINESE IN THE MONKEY 


(Each point represents the average of 4 blood sugar determinations. 
Both drugs were given at 50 mg./kg. orally.) 


1 
Hi 
| 
{ 
| 
| 
| 
TIME IN HOURS | 


| 
| 
® 
| 
| 
“ 
ers 
> : & : 
=| 


Its mode of action is indistinguishable from that of other sulfonyl- 
ureas. Adrenalectomized animals proved extremely sensitive to the 
hypoglycemic action of Diabinese. 


4. Comparative Potency and Duration of Effect 


As previously noted, peak blood levels of Diabinese are reached in 
two to four hours after a single dose. Diabinese exerts its hypo- 
glycemic effect in normal humans within one hour, which becomes 
maximal at three to six hours, and persists for at least 24 hours. In 
both normals and diabetics, Diabinese has about twice the potency of 
tolbutamide on acute administration, and up to six times the potency 
of tolbutamide on chronic administration. 


5. Clinical Studies 


The wide medical interest in an improved farm of aral hypoglycemic 
therapy, with mare extensive clinical range, is indicated by the 
growing body of reports devoted to Diabinese (see bibliography at 
end of Repart). The findings and conclusions presented in the 
following citations are representative. 


The group at the University of Michigan Medical School (Knauff et al.) 
found that much larger quantities of tolbutamide were required to 
produce similar fasting serur sulfonylurea levels than with 
chlorpropamide. Eleven diabetic patients poorly controlled by 
tolbutamide showed a greater hypoglycemic response to chlarpropamide 
with much smaller doses, and all exhibited higher serum sulfonylurea 
levels. It was concluded that "the greater effectiveness of chlorpro- 
pamide as compared to tolbutamide is due to its longer metabolic half- 
life. This permits the attainment of higher and more sustained levels 
of serum sulfonylurea with much lower daily doses." 


Sugar et al. reported on 68 patients placed on Diabinese far periods up 
to eight months. Of 28 patients who were controlled with insulin aor 
inadequately controlled with diet alone, 19 (68%) "were adequately managed 
with chlorpropamide alone." Twenty-one of 31 secondary tolbutamide 
failures (68%)responded to Diabinese. Diabinese was also effective in 

1 of 9 primary failures. Patients with tolbutamide failure were studied 
with particular tharoughness by Duncan and his group as well as by 

Sugar. A composite analysis revealed that 86% of those patients 

diagnosed as secondary tolbutamide failures, and 62% of those patients 
having primary tolbutamide failure, showed excellent ar fair response to 
Diabinese. 


Greenhouse subjected Diabinese to clinical trial in 50 nonhospitalized 
patients. The studies were controlled by frequent determination of 
sugar in blood and urine as well as by tests far toxic effects on liver, 
kidneys, and blood-forming argans. Diabinese proved to be "an active 

and clinically effective hypoglycemic agent, mare than twice as active as... 
[tolbutamide | and well tolerated with minimal side-effects in the therapeutic 
range of 100 to 500 mgm." Rapid response was obtained "devoid of marked 
blood sugar fluctuations and wide metabolic excursions..." A "priming" 

dose was not needed, 
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Marble et al. reported on 78 patients selected mainly on the basis of 
likelihood of responsiveness to sulfonylurea compounds. All but 10 
patients were above 50 years of age, with duration of diabetes up to 21 
years, Insulin requirement was below 40 units in all except 11 patients. 
Among 72 patients who were actually maintained on Diabinese for periods 
varying from a few to 140 days, control of urine and blood sugar tests 
was rated as good in 49, fair in ll, and poor in 10. Two patients with 
good initial control later failed to respond satisfactorily. Usual 
maintenance dose was 0.5 Gm. per day, some patients receiving 0.25 and 
O.1 Gm. Serum chlorpropamide levels varied between 2.9 and 21 mg. per 
100 ml. One patient with a past and family history of jaundice developed 
an obstructive type of jaundice three weeks after onset of therapy. 
Complete recovery took place. 


Duncan and Schless studied 15 closely observed hospitalized patients. 
Their findings indicated that Diabinese is a potent blood sugar reducing 
agent when given in doses as small as 0.25-0.5 Gm. per day. With suitable 
dietary measures it serves "to control the diabetes in more than 2/3 of 
adult acquired diabetes..." In no instance was it necessary to discon- 
tinue the drug because of side effects. There were no significant hemato- 
logic, renal, or hepatic disarders attributable to this therapy. 


Dobson et al. treated 41 diabetic patients, including 33 who were poorly 
controlled or brittle, far periods of two weeks to five months, Seventeen 
of these brittle or poorly controlled patients are still receiving chlor- 
propamide. "This agent has proved to be extremely useful in improving the 
control of patients who have been uncontrolled by other regimens." Chlor- 
propamide was used in combination with insulin in 11 of these cases. 

In 3 cases, however, insulin was eventually discontinued, with Diabinese 
being used alone in patients who had received up to 90 units of insulin. 
Of 8 patients with recently diagnosed diabetes, 7 were still receiving 
the oral therapy and only 1 was receiving this in combination with 
insulin. "This study suggests that chlorpropamide is a valuable adjunct 
in the therapy of brittle amd poorly controlled diabetics." 


Bloch and Lenhardt reparted their results with Diabinese given far periods 
as long as five months. "...P-607 [Diabinese] is especially effective in 
diabetics 40 years of age ar older who have previously been controlled by 
dietary restrictions. The drug allows a larger intake of carbohydrates 
while maintaining fasting blood sugar near narmal with 24-hour blood sugar 
profile excellent and urine free of sugar." In patients requiring less 
than 40 units of insulin daily, chlorpropamide could usually be sub- 
stituted effectively. Incidence of side effects was lowered dramatically 
when initial or maintenance doses were substantially reduced. In some 

A cases maintenance doses of 250 mg. every other day proved sufficient. 
In patients on restricted diets, higher ranges of initial doses my lead 
to hypoglycemic episodes, (For this reason, physicians are cautioned 

“ not to exceed an initial dosage of 0.5 Gm. daily; 0.25 Gm. is often 

adequate, particularly in the geriatric group.) 


6. Indications 


The principal indication for Diabinese is uncomplicated diabetes mellitus 
of the stable, mild to moderately severe nonketotic adult type. Satis- 
factory response to Diabinese will be quickly evident by a fall in the 
blood sugar, a diminution in the glycosuria, and disappearance of such 
Symptoms as pruritus, pruritus vulvae, polyuria, polydipsia, and polyphagia. 
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Diabinese may also help certain brittle cases of the adult type, inducing 
"smooth" control and permitting decreased insulin requirements. 


Trial of Diabinese may also be indicated in patients who might be 
expected to respond to oral sulfonylurea therapy but who have given 
evidence of primary or secondary failure with tolbutamide, as well as 
in patients whose control with tolbutamide is not as good as desired. 
Diabinese may, in a varying percentage of such cases, provide effective 
or improved control of the diabetes mellitus. 


7. Patient Selection 


The most likely candidate far Diabinese therapy is one in whom the 
diabetes is of the adult or maturity-onset type not controllable by 
dietary regulation, yet mild and stable. A history of diabetic coma 
does not necessarily militate against successful therapeutic control 
with Diabinese. The development of increasing ketonuria within 24 hours 
after the withdrawal of insulin will generally indicate a poor response 
to Diabinese. 


Final evaluation of response in qualified patients requires a therapeutic 
trial of Diabinese up to seven days. Insulin may be stopped abruptly in many 
mild cases of stable adult diabetes. It may be stopped gradually in 

brittle, moderately severe adult diabetics. Absence of ketonuria, to- 

gether with satisfactory reduction in blood sugar and glycosuria, or 
maintenance of previously satisfactory control during the trial period, 
indicates promise of control with Diabinese. The patient is considered 
nonresponsive if he develops any of the following: ketonuria, increasing 
glycosuria; unsatisfactory lowering or persistent elevation of the blood 
Sugar; serious side-reactions; failure to obtain objective ar subjective 
clinical improvement. 


8. Dosage 
Initiation of therapy and method of administration: 


1) The mild or moderately severe middle-aged or slightly older stable, 
adult diabetic patient, whether or not he is receiving insulin, my be 
started on 500 mg. aor less daily; 


2) Since the geriatric patient appears to be more sensitive to the 
. hypoglycemic effects of Diabinese, consideration should be given to 
starting such patients on as little as 250 me. daily. 


No diabetic patient should be started on more than 500 mg. of Diabinese 
regardless of whether or not he has been on insulin. After three to five 
days, by which time the blood concentration of Diabinese has reached a 
plateau, the maintenance dose may be adjusted up or down by small and 
appropriate increments at intervals of three to five days, to obtain 
optimal control. 


Most patients are adequately controlled by 250 mg. to 500 mg. daily. 
Occasional maintenance doses may be as little as 100 mg. daily or as 
much a8 1.0 gm, daily. Patients who do not respond to 1.0 Gm. will 
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usually not respond to higher doses. Maintenance dosage above 1.0 Gm. 


daily should be avoided. 


The total daily dose of Diabinese is generally taken as a single dose 
each morning with breakfast. Occasional cases of gastrointestinal 
intolerance may be relieved by dividing the daily dose. 


Patients receiving insulin - Although insulin should not be stopped 
abruptly in the severe or brittle diabetic patient, or in the patient 
receiving over 40 units of insulin per day, the large majority of properly 
selected diabetic patients can be placed directly on Diabinese and their 
insulin abruptly discontinued. In patients requiring mare than 40 units 
of insulin daily, Diabinese therapy may be initiated with a 50% reduction 
7 in insulin dose on the first day, with further reductions of insulin 
depending on the patient's response. 


During the period of insulin withdrawal, the patient should test his 
urine for sugar and ketone bodies at least three times daily and report 
the results to his physician daily or sooner if abnormal. In some cases, 
it may be advisable to cosider hospitalization of selected patients 
during the transition period. 


During the initial period of Diabinese therapy , hypoglycemic reactions 
may occur occasionally. The patient should be familiarized with the 
early recognition and treatment of such reactions. These are readily 
controlled by administering glucose and by adjusting the dose. 


9. Side Effects 


Side effects of Diabinese in usual therapeutic doses are generally of a 

transient and insignificant nature. The most serious side effects are 

severe and prolonged hypoglycemia and, rarely, jaundice. The latter is 
associated occasionally with a skin rash, occurs within two to five weeks 
of the initiation of Diabinese therapy, and is characterized by an ele- 
vation of the serum alkaline phosphatase. Needle biopsies of the liver 
in these patients show intracanalicular biliary stasis. When Diatinese 
is discontinued, the jaundice and liver changes improve completely. The 
entire reaction is typical of an idiosyncrasy. Other untoward reactions 
include gastrointestinal and neurological disturbances. Nausea, vomiting, 
epigastric discomfort, dizziness, weakness, and headache occurring with 
Diabinese generally are associated with the higher doses of this medica- 
tion. A decrease in the Diabinese dose usually alleviates these com- 
plaints. If they still persist at the minimal effective dose, Diabinese 

E should be discontinued. Allergic skin manifestations are typically 

transient and disappear when the drug is withdrawn. 


No untoward effects on renal function have been observed. Certain 

hepatic function tests (alkaline phosphatase, cephalin flocculation, 
thymol turbidity) have occasionally show transient deviations from 
usually accepted standards of normality. Laboratory tests of patients 
with jaundice quickly reverted to normal after the use of Diabinese was 
discontinued. Mild leukopenia, eosinophilia, lymphocytosis, and transient 
decrease in blood platelets occur occasionally. These effects are often 
reversible while Diabinese therapy continues. 


Diabinese does not interfere with the usual tests used to detect albumin 
in urine, 
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Precautions and Contraindications 


10. 


Diabinese is not an oral form of insulin ao hormonal substitute. It 
must not be used alone in juvenile diabetes. It is of no value in 
diabetes complicated by acidosis, coma, infections, surgical pro- 
cedures, or severe trauma. However, Diabinese given alone has con- 
trolled some patients with mild adult diabetes of the stable type during 


mild infection or minor surgery. 


In the initial control period with Diabinese, the patient should be 
. followed up carefully by his physician. For the first month he should 
report at least once weekly far physical examination and urine and/or 
blood examination for glucose. Other laboratory tests during this initial 
control period should be done at the discretion of the physician. 


After a month has elapsed, the physician may and should see the patient 
on Diabinese at least once a month for check-ups. Subsequent visits can 
be made at more widely spaced intervals, depending on the patient's other 
associated problems. Patients not cooperating fully should be considered 
unsuitable for treatment with Diabinese. The physician must be con- 
stantly alert to the prevention, recognition, and treatment of hypogly- 
cemia, particularly during the period of initiation of therapy with 
Diabinese. Because of the prolonged hypoglycemic effects of Diabinese, 
treatment of hypoglycemic reactions must often be persistent, as with 
some of the long-acting insulins. 


Careful medical supervision 1nd education of the patient with diabetes 
mellitus should be maintained. The patient should be urged to continue 
his good dietary and hygienic habits. The usual diagnostic and thera- 
peutic measures necessary to insure optimal control of the diabetic state 
should be continued with the patient on Diabinese. Ketosis, acidosis, 
and coma must be avoided by careful management at all times, particularly 
during the initial period of insulin withdrawal. 


Use of Diabinese as the sole specific agent of therapy is not indicated 
in patients having: (1) juvenile or growth-onset type of diabetes 
i mellitus, or (2) unstable or severely brittle type of diabetes. 


Diabinese is contraindicated in patients with hepatic dysfunction and in 
adult ar maturity-onset type of diabetes complicated by ketosis, acidosis, 
diabetic coma, fever, severe trauma, gangrene, Raynaud's disease, or 

serious impairment of renal or thyroid function. 


Since animal studies indicate that Diabinese may prolong the action of 
barbiturates, the latter should be administered cautiously. A disulfiram- 
like effect has been seen occasionally when patients on Diabinese partake 
of alcohol. 


During intercurrent complications, supportive insulin therapy is 
essential. The severity of the diabetes, the nature of the complica- 
tion, and the availability of laboratory facilities determine whether 
Diabinese therapy can be continued or should be withdrawn while insulin 
is being used. Every patient receiving Diabinese slone should receive 
instructions in the proper use of insulin, since the harmone is usually 
necessary if complications occur. 
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THE CONFERENCE ON DIABINESE AND DIABETES MELLITUS under the auspices 
of the NEW YORK ACADEMY OF SCIENCES on September 25, 26, and 27, 1958 
included reports by these U.S. and other investigators throughout 

the world. 


"Preliminary Pharmacological Studies with Chlorpropamide" - 
Auguste Loubatieres, Laboratory of Applied Physiology, Faculty 
of Medicine, Institute of Biology, Montpellier, France. 


"The Pharmacology of Chlorpropamide” - Jurg A. Schneider, 
E. D. Salgado, and D. A. Jaeger, Pfizer Therapeutic Institute, 
Maywood, N. J. 


"Hypoglycemic Sulfonylureas: Effect of Structure on Activity” - 
William M. McLamore, G. M. Fanelli, S.Y. Ptan, and G. D. Laubach, 
Shas. Pfizer & Co., Inc., Brooklyn, N. Y. 


"The Physical Properties of Chlorpropamide and Its Determination 
in Human Serum" - Thomas J. Toolan and Richard L. Wagner, Jr., 
Chas. Pfizer & Co., Inc., Brooklyn, N. Y. 


"The Metabolic Fate of Chlorpropamide in Man" - Philip Johnson, 
Allen Hennes, and Kelly West, University of Oklahoma, Oklahoma 
City, Okla. 


"The Relative Potencies of Chlorpropamide and Tolbutamide in 
Man" - Kelly West and Stanley McCampbell, University of 
Oklahoma, Oklahoma City, Okla. 


"The Effects of Administration of Chlorpropamide upon the 
Carbohydrate Metabolism of Isolated Tissues" - D. W. Clarke, 
Charles H. Best Institute, Toronto, Ont., Canada. 


"The in Vivo Effect of Chlorpropamide on Certain Liver Enzymes 
in Rats" - Martin D. Sass, and Milton B. Handelsman, Veterans 
Administration Hospital, Brooklyn, N.Y., and State University 
of New York, New York, N. Y. 


"Effects of Chlorpropamide in Vitro Compared with Those of 
Other Hypoglycemic Agents" - Albert Renold, Gaston Zahnd, 
Bernard Jeanrenaud, and Buris Boshell, Harward Medical School, 
Peter Bent Brigham Hospital, and Baker Clinic Research 
Laboratories, New England Deaconess Hospital, Boston, Mass. 


"The Effect of Tolbutamide on the Diabetogenic Action of 
Somatotropin" - I, Arthur Mirsky, University of Pittsburgh, 
Pittsburgh, Pa. 


"Insulin Degradation and Factors Influencing It" - Robert H. 
Williams, University of Washington, Seattle, Wash. 


"Determination of the Rate of Insulin Destruction in Vivo" - 
Thaddeus Prout and Ienan Evans, Johns Hopkins University 
Baltimore, Md. 


"A Comparison of the Influence of Tolbutamide and Small Doses 
of Insulin on Splanchnic Output and Peripheral Uptake of 
Glucose in Man" - James W. Craig, William R. Drucker, 

Max Miller, and Hiram Woodward, Jr., Western Reserve University, 
Cleveland, 0. 


"The Relationship Between the Mechanism of Action of the 
Sulfonylureas and the Secretion of Insulin into the Portal 
Circulation" - Leonard Madison, Roger Unger, and Norman Kaplan, 
The University of Texas Southwestern Medical School and the 
Veterans Administration Hospital, Dallas, Tex. 


"Insulin- and Tolbutamide-Induced Changes in the Glucose 
Output of the Liver" - Per Schambye and Finn Tarding, Novo 
Terapeutisk Laboratorium A/S, Copenhagen, Denmark. 


"A Comparison of the Metabolic Effects of Insulin, Chlorpropamide 
and Other Hypoglycemic Substances" - Piero P. Foa, Giorgio Galansino, 
Giuseppe D'Amico, and Doris Kanameishi, Chicago Medical School, 
Chicago, Ill. 


"Effect of Chlorpropamide on Intermediary Metabolism in Human 
Subjects" - Harold Dobson, Hooshang Guilak, and James Greene, 
Baylor University College of Medicine, Houston, Tex. 


"Metabolic Effects of Sulfonylurea Derivatives in Selected 
Diabetic Subjects" - Joseph L. Izzo, University of Rochester 
Medical Center, Rochester, N. Y. 


"Metabolic Studies of Chlorpropamide in Normal Men and in 
Diabetic Subjects” - Raymond &. Knauff, Stefan S. Fajans, 
Eduardo Ramirez, md Jerome W. Conn, University of Michigan 


Medical School, Ann Arbor, Mich. 


"Report of Studies with Chlorpropamide in Patients with 
Diabetes" - Alexander Marble, William Hadley, and Avedis 
Khachadurian, Joslin Clinic and Baker Clinic Research 
Laboratory, New England Deaconess Hospital, Boston, Mass. 


"The Use of Chlorpropamide in Diabetes Mellitus in the Usual 
Diabetic Patients and in the Primary and Secondary Tolbutamide 
Failures " - Samuel Sugar, Lawrence Thomas, and Serkis Tatlier, 
Jeorge Washington University Division, District of Columbia 
General Hospital, Washington D. C., and Prince George's 

General Hospital, Cheverly, Md. 


"A Laboratory and Clinical Study of Chlorpropamide in 
Ambulatory Diabetics" - Milton B. Handelsman, Leon Levitt, and 
Joseph Calabretta, Long Island College Hospital, Brooklyn, N. Y. 


"Experiences with Tolbutamide and Chlorpropamide in Tuberculous 
Diabetic Patients" - Francis Segarra, David Sherman, and Henson 
Charif, Boston Tuberculosis Sanatorium, Mattapan, Mass. 


"The Role of a Tolbutamide Tolerance Test in the Detection of 
the Mild Diabetic State: A Preliminary Report” - Harold Zarowitz 
and Benjamin Eis, JewishHospital of Brooklyn, Brooklyn, N.Y. 


"A Clinical Comparison of Chlorpropamide and Tolbutamide” - 
George J. Magid, David E. Dorosin, Herbert C. Moffitt, and 
Peter H. Forsham, University of California Medical School, 
San Francisco, Calif. and National Institute of Arthritis 
and Metabolic Diseases, Bethesda, Md. 


"The Effect of Chlorpropamide on Nonesterified Fatty Acids, 
Cholesterol, and Other Lipid Components in Diabetic Patients” - 
Kenneth Crispell, Brooks Taylor, and William Smith, University 
of Virginia, Charlottesville, Va. 


"The Possibility of Intermittent Therapy with Oral Hypoglycemic 
Agents" - Farid Fuleihan, and Calvin H. Plimpton, American 
University of Beirut, Beirut, Lebanon. 


"Clinical Experience with Chlorpropamide" - Barnett Greenhouse, 
Grace-New Haven Community Hospital, New Haven, Conn. 


"Clinical and Pharmacological Comparison of Chlorpropamide and 
Other Sulfonylureas” - J.M. Stowers, R. B. Hunter, and Lorna W. 
Sonstable, University of St. Andrews, Dundee, Scotland. 


"One Year of Clinical Experience with Chlorpropamide in More 
than One Hundred Diabetic Patients” - Zeb L. Burrell, Jr., 
Alberto Martinez, and Lenette Burrell, Milledgeville State 
Hospital, Milledgeville, Ga. 


"The Correlation Between Oral Dosage, Blood Levels, and Clinical 
and Metabolic Activity of Chlorpropamide in the Treatment of 
Diabetes Mellitus” - Samuel B. Beaser, Harvard Medical School, 
Boston, Mass. 


"Clinical Experiences with Chlorpropamide, Especially in Relation 
to a Previous Carbutamide and Tolbutamide Therapy” -- H. A. 
Heinsen, Waldkrankenhaus, Zeven/Aspe, Germany. 


"Clinical Observations with Chlorpropamide in Diabetes Mellitus” - 
Garfield G. Duncan and Guy L. Schless, University of Pennsylvania, 
Pennsylvania Hospital, Benjamin Franklin Clinic, Philadelphia, Pa. 


"Observations on the Mode of Action and Clinical Effects of 
Chlorpropamide in Diabetes Mellitus” - Carroll M. Leevy, Abraham 
Tornow, Philip Greenberg, and Myra Zinke, Seton Hall University, 
Jersey City, N. J. 


"Clinical Experiences with Chlorpropamide" - Charles T. Lee, Jr., 
Guy L. Schless, and Garfield G. Duncan, University of Pennsylvania 
and Pennsylvania Hospital, Philadelphia, Pa. 
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"Considerations on Control Norms to Evaluate Results of Treatment 
in Diabetes Mellitus” - M, Ruiz~Guia, Venezuelan Diabetic 
Association, Caracas, Venezuela. 


"Long-Term Therapy with Chlorpropamide” - A. W. Alwi and J.P. 
MacLean, St. Boniface Hospital, St. Boniface, Manitoba, Canada. 


"Chlorpropamide and Glucose Metabolism of Human Skin" - Bernard 
Appel, Mauray Tye, and Gladys Friedler, Tufts University, 
Boston, Mass. 


"The Clinical Results of the Treatment of Diabetes of Mellitus 


with Chlorpropamide" - Ignacio de Salcedo and Filomeno Borges, 
University of Oporto, Portugal. 


"Clinical Research with Chlorpropamide in Selected Diabetic 
Patients" - Ismael Canessa, Sergio Valiente, and Iris Mella, 
University of Chile, Santiago, Chile. 


"Tolerance for Alcohol in Patients on Chlorpropamide" - 
Saverio Signorelli, Istituto Patalogia, University of Catania, 
Jatania, Italy. 


"The Role of the Liver in the Early Treatment of Diabetes with 


P-607" - C. Cardenas-Pupo, University of Havana, Havana, Cuba. "The Treatment of Diabetes Mellitus in Areas of Nutritional 
Deficiency"- Agerico B. M. Sison, Angel A. Floremtin, and Hermini 
"Effects of Chlorpropamide in Diabetics and Normal Subjects" - J. Germar, University of the Philippines, Manila, Philippines. 


L. J. Cardonnet, J. J. Staffieri, D. R. Eberhardt, P. 

Tommasino, R. 2. Berli and J. Muratorio, Institute of 
e Endocrinology and Nutrition, British Hospital, Rosario, 
Argentina. 


"The Problem of Diabetes in the Singapore Population and the 


Impact of Oral Antidiabetics on its Management” - Ho Yuen, 
Singapore General Hospital, Singapore, Malaya. 


"Clinicotherapeutic Evaluation of Chlorpropamide, New 
Sul fonylw Derivate, in the Treatment of Diabetes Mellitus” - 


Rafael Chavez, Hospital Colonia, Mexico, 


"Blood Levels of Chlorpropamide in Norman Men Following Chronic 
Administration” - Michael Carlozzi, Domenic Iezzoni, and Lawrence 
Silver, Chas. Pfizer & Co., Inc., Brooklyn, N. Y. 


"Sulfonylureas in the Treatment of Diabetes” - P. Landebure 
and C. Delbue, National Institute of Nutrition, Buenos Aires, 


Argentina. 


tudies with Chlorpropamide” - Edward Tolstoi, 
Sornell University Medical College, New York, N. Y. 


e Use of Chlorpropamide in Brittle and Poorly Controlled 


"Preliminary Clinical and Experimental Studies with Chlorpropamide "Th 
in Diabetes Mellitus" - Ewen Downie, Joseph Bornstein, and Harold 
Breidahl, Alfred Hospital, Melbourne, Victoria, Australia. 


Diabetes Mellitus" - Harold Dobson, Hooshang Guilak, R. E. 
Sarter, Hunter Montgomery, and James Greene, Baylor University 
llege of Medicine, Houston, Tex. 


"The Effect of Chlorpropamide on Alloxan Diabetes in Mice" - 


Francisco Grande and Carlos Martinez, University of Minnesota, "Advantages and Disadvantages in Changing Diabetic Patients 


Minneapolis, Minn. from T tamide to Chlorpropamide" - Josef ch and Arnold 
Lenhardt, Department for Metabolic Diseases, Krankenhaus der 


Stadt Wien-Lainz, Vienna, Austria. 


"The Effects of Tolbutamide and Chlorpropamide on Patients 
Exhibiting Jaundice as a Result of Previous Chlorpropamide 
Therapy” - Harvey Hamff, Harold Ferris, Edwin Evans, and 
Harold Whiteman, Emory University, Atlanta, Ga. 


"Chlorpropamide in the Management of the Adult Diabetic 
Patient" - Norman WwW. Drey, Barrett L. Taussig, Jim Waterfield, 
and Robert Rubin, The Research Institute of the Jewish Hospital 
of St. Louis, St. Louis, Mo. 


"Studies on the Use of Chlorpropamide in Patients with Diabetes 
Mellitus" - N. Sheldon Skinner, Jr., and S. Richardson Hill, Jr., 
University of Alabama Medical Center and The Veterans Administration "Sites ani Intensity of Chlorpropamide Action" - T. S. Danowski, 

University of Pittsburgh School of Medicine, Pittsburgh, Pa. 


Hospital, Birmingham, Ala. 


"Clinical Experience with Chlerpropamide in the Management of "Influence of Chlorpropamide upon Postpancreatectomy and 
Diabetes Mellitus" - A. Gorman Hills and William A. Abelove, Spontaneous Diabetes" - Kermit L. Pines, Edgar Leifer, and Dewitt 


University of Miami School of Medicine, Miami, Fla. Goodman, Medical College, Columbia University, New York, N. Y. 


"Clinical Experience and Blood Levels of Chlorpropamide in "The Effecte of Chlorpropamide on Endocrine Function in Patients 
Patients with Diabetes Mellitus” - Bernard Knick, Medical with Diabetes Mellitus and Its Effects in Other Endocrine 
Slinic, University of Mainz, Mainz, Germany. Disorders” - George J. Hamwi, Thomas G. Skillman, Fred Kruger, 

I R. Freedy, Department of Medicine, Ohio State University, 


"Experiences with Chlorpropamide, Especially in the Brittle . 
Diabetic" - Joseph J. Lowenthal, George Tully, and Carl A. Ross, 


Duval Medical Center, Jacksonville, Fla. 


"Clinical Experience in the Use of N-Propyl-N! (p-chloro- 
benzenesulfonyl ) Urea (P-607) in the Treatment of Diabetes 
"A Preliminary Metabolic and Clinical Fvaluation of Chlorpropamide" - Mellitus" - J. A. Garcia-Reyes, J. A. Pena, E. Barroso and F. 
J. M. Baertl, J. E. Owens, and G. J. Gabuzda, Western Reserve Anton, Hospital de Nutricion, Mexico, D. F., Mexico. 
University School of Medicine, Cleveland, 0. 


"A Summation of the Symposium" - Charles H. Best, Charles H. Best 
"Chloropropamide - A New Sulfonylurea in the Treatment of Institute, Toronto, Ontario, Canada. 
Diabetic Patients. Study of 29 Cases" - Alfredo Piazza and 
Walter Chanamé, Hospital Obrero Lime, Lima, Peru. 


"Preliminary Report on the Treatment of Diabetes Mellitus with 
P-607" - M, Ruiz-Quia, Venezuelan Diabetic Association Center, 
Saracas, Venezuela. 


ADDENDUM 


Results of systematic clinical studies on Diabinese are continuously 
being received from hundreds of additional investigatars. The following 
reports are now published ar in press: 


Murray, I., et al.: Chlarpropamide: A New Hypoglycaemic Agent, 


Lancet 2:553, Sept. 13, 1958. 


Beaser, S. B.: Diabetes Mellitus, New England J. Med. 259:573, 
Sept. 18, 1958. 


Dube, A. H.: Chlarpropamide Therapy for Diabetes Mellitus, 
New York J. Med., Novy. 15, 1958. 


Sugar, S., et al.: Management of Diabetes Mellitus with Chlarpropemide, 
M. Ann. District of Columbia 27:445, Sept., 1958. 


Cannon, J. F.: Chlarpropamide Therapy, Northwest Med. (In Press), 


Spannuth, J. R.: Clin. Med. (In Press). 


West, K. M., and McCampbell, S. R.: Hypoglycemic Potency in Man of a 
New Sulfonylurea Derivative (Chlarpropamide), Proc. Soc, Exper. Biol. 
& Med. 98:724, Aug.-Sept., 1958. 


Further information on the latest up-to-the-minute findings are available. 
We shall be pleased to send them to you on request. 


D. F.,Mexico. 
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The meaning of DIABINESE (chlorpropamide) in 


An advance in potency of therapeutic activity 


An advance in duration of therapeutic activity 


An advance in effectiveness over a wider range of patients 


DIABINESE 


Brand of chlorpropamide 
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oral hypoglycemic therapy 


Diabinese exerts a hypoglycemic effect within one hour, which 
becomes maximal within three to six hours. It exhibits twice the 
potency of tolbutamide on acute administration and up to six 
times its potency on chronic administration. Most patients can 
be started on only 0.25 to 0.5 Gm. daily given as a single dose 
with breakfast. 


Diabinese has a longer biologic half-life than tolbutamide. 
Excreted slowly, 80 to 90 per cent of one administration is 
eliminated in 96 hours. A single dose provides a therapeuti¢ 
effect lasting 24 hours or longer. Since it remains in the blood 
as the active hypoglycemic material and is only gradually 
removed, Diabinese affords longer-lasting clinical benefit, with 
relatively constant blood levels, on low, once-a-day dosage. 


The enhanced potency and duration of effectiveness of Diabinese 
is reflected in its notable record of clinical success in properly 
selected patients. Ninety-four per cent of excellent responses to 
Diabinese are in the most common group ~— the ‘“‘maturity-onset” 
diabetics. Diabinese proved effective in 86.4 per cent of 1,675 
patients over 40 years of age. Good results have even been 
obtained in a significant number of “brittle” diabetics, as well 
as in many patients exhibiting primary or secondary failure 
with tolbutamide. 


O1LCE -a-day dosage 


*Trademark 


of DIABETES 


DOSAGE: 
IMPORTANT -— Patients 
should not be given start- 
ing doses in excess of 0.5 
Gm. daily. An initial dos- 
age of 250 mg. daily is 
recommended for geriat- 
ric diabetics. For full 
details see Section 8 of 
Report on Diabinese. 


PATIENT SELECTION: 
The success of Diabinese 
therapy is dependent on 
proper selection of pa- 
tients as well as careful 
observance of the princi- 
ples of Diabinese dosage. 
The patients who are 
most likely to respond to 
Diabinese are defined in 
Section 7 of the Report. 
The physician is urged to 
study this carefully be- 
fore placing his diabetic 
patients on Diabinese. 
With good supervision 
and education, properly 
selected patients will 
show a highly gratifying 
degree of control. 


SUPPLIED: 


250 mg. tablets, scored; 
bottles of 60 and 250. 


100 mg. tablets, scored; 
bottles of 100. 


Science for the world’s well-being Phi 20(T 


PFIZER LABORATORIES 


Division, Chas. Pfizer & Co., Ine. 


Brooklyn 6, New York 
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PRURITUS ANI — Before 2 Weeks After Vioform - Hydrocortisone 


VENENATA - Before 


these shin ..and many more re respond to 


anti-inflammatory / antipruritic / antibacterial / antifungal 


SUPPLIED: Each form of issue 
contains 3% Vioform and 1% 
hydrocortisone. CREAM (water- 
washable base) and OINTMENT 

(petrolatum base); tubes of 


5 and 20 Gm. LOTION (water- ; ointment a 


washable base); plastic squeeze ‘. 


bottles of 15 ml. 
VIOFORM® (iodochlorhydroxyquin CIBA) 


C I B Asuwmni,n.u. 
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Tetracycline with Citric Acid LEOERLE 


LEDERLE LABORATORIES 
a Division of AMERICAN CYANAMID COMPANY 
Peart River, New York 
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for greater dosage flexibility 
in treating the menopause 


200 mg 
Miltown® 


0.4 mg. 
conjugated 
estrogens 

(equine) 


for prompt 
relief 

SUPPLIED as: Milprem-200, bottles of 60 tablets. from 
ALSO AVAILABLE: Milprem-400, containing 400 mg. ‘ 
Miltown (meprobamate) + 0.4 mg. conjugated emotional 
estrogens (equine) ; in bottles of 60 tablets. ‘ 
DOSAGE: One tablet t.i.d. in 21-day courses and somatic 
with one week rest periods. " 
Should be adjusted to individual requirements. disturbances 


Literature and samples on request 


(F3p WALLACE LABORATORIES, New Brunswick, N.J. of ovarian decline 
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everyday pain control... 


for your many patients requiring 
potent analgesia but not an injected narcotic 


Proved by extensive evaluation'’* in 1998 patients in diverse 
areas of medicine and surgery, including: 


arthritis, bursitis, early metastatic carcinoma, fibrositis, 
grippe, herpes zoster, ligamental strain, low back pain, 
menstrual pain, myalgia, myositis, neuritis, pleurisy, 
postoperative pain, postpartum pain, sciatica, trauma, 
dental pain 
e exclusive Wyeth non-narcotic analgesic plus 
anti-inflammatory action 


© prompt, potent action—as potent as codeine 
e documented effectiveness and safety'?? 


Supplied: Tablets, bottles of 48. Each tablet contains 75 mg. of Wijeth 
ethoheptazine citrate and 325 mg. (5 grains) of acetylsalicylic acid. A 


Philadelphia 1, Pa. 


| 
e 
ae 
. 
4 
: 


just two tablets 
at bedtime 


for gratifying 


rauwolfia response with 


virtually no serious side actions 


Rauwiloid® 


(Alseroxylon) 


NORTHRIDGE, CALIFORNIA 
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FROM THE WASHINGTON OFFICE OF 


Doctor Cooperation in International Health 
Urged .. 

AFL-CIO Gives High Priority to Welfare Bills . . 
PHS Cites Disease Factor in Air Pollution . . 


Vew Physician in Congress . . 
Doctors on White House Group for Youth . . 
Library of Medicine Gets New Regents . . 


FIRST REPORT ON INTERNATIONAL 
HEALTH STUDY 


A senate Government Operations subcommittee 
has made its first report on a broadscale study of 
“any and all matters pertaining to international 
health, research, rehabilitation, and assistance pro- 
grams —with particular reference to the U. S. con- 
tributions. Chairman of the group is Senator Hubert 
Humphrey (D., Minn.). The study was authorized 
by the last Congress. 

The initial report which deals with medical re- 
search observes that “it is the hope of men of good 
will evervwhere that more and more of the energies 
of all nations be channeled to the constructive 
purpose of furthering the well being of man.” To 
this end, teamwork is essential from a number of 
groups. The report lists in this connection “the 
great system of private medicine and of all the 
members of the professions allied to medicine” and 
the private pharmaceutical and chemical industries 
“whose research contributions grow with each 
passing day.” 

It also called for teamwork between American 
foundations, voluntary health organizations, univer- 
sities, and hospitals, as well as “between the gov- 
ernments of the nations of the world themselves.” 

“Today,” the report added, “the complexity and 
volume of medical research render especially im- 
portant the promptest possible exchange of scien- 
tific information and strengthened cooperation. In 
this way, precious time and effort may be saved 
and used to best advantage.” 


PHS CITES POLLUTED AIR AS 
DISEASE FACTOR 


Public Health Service says it appears likely that 
the medical effects of air pollution are not confined 
to the respiratory and circulatory systems. In a 
pamphlet issued in advance of its National Air 
Pollution Conference, PHS says the theory is still 
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unproved but supported by accumulating evidence 
that air pollution contributes significantly to mor- 
tality rates of many of the urban diseases, such as 
arteriosclerotic and heart conditions and cancer of 
the lungs, trachae, stomach, and esophagus 

Epidemiological and statistical studies show par- 
allels between air pollution and mortality rates from 
cancer of the stomach and esophagus, similar to 
those from lung cancer, PHS said. Mortality rates 
for lung cancer among urban dwellers are signifi 
cantly higher than among strictly comparable rural 
groups, smoking habits notwithstanding. Statistical 
studies now under way show possible parallels 
between lung cancer rates and air pollution indices, 
according to PHS. 

Comments a second report on the economic 
effects of air pollution: “It is impossible to add up 
the cost of pollution in one column and the cost of 
an ideal pollution prevention program in another 
and prove the economy of maintaining a high qual- 
itv of air. Nevertheless, it is quite apparent that 
the estimated third of a billion dollars now spent 
for prevention is out of line with the estimated 
{ billion dollars spent tor neglect. More money put 
into the asset side would remove several times as 
many dollars from the debit side.” 

Over 70 air pollution specialists, civic leaders, 
and representatives of industrial and governmental 
agencies dealing with air pollution problems are on 
the program on the National Conference. The con- 
ference will review recent knowledge about air pol- 
lution and recommend future plans for dealing 
with the problem 

Surgeon General Leroy Burney and HEW Secre- 
tary Arthur Flemming are the principal speakers. 
Others include Dr. Edwin D. Harrison, president, 
Georgia Institute of Technology; Chauncey D 
Leake, American Association for the Advancement 
of Science, and Martin Agronsky, news commenta- 
tor, who will summarize the conference discussions. 

Public officials on the program are Senator 
Kuchel (R., Calif.), who developed the federal legis- 
lation on air pollution control; Mayor R. Tucker of 
St. Louis; Dr. Herman E. Hilleboe, New York state 
commissioner of health, and Dr. Malcolm H. Mer- 
rill, director of the California department of public 
health. 

Speakers on the industrial role in air pollution 
control are Gen. John E. Hull, president of the 
Manufacturing Chemists Association; Max D. How- 
ell, executive vice-president of the American Lron 
and Steel Institute; Harry A. Williams, managing 
director of the Automobile Manufacturers Associa- 


(Continued on next page) 
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tion; and Dr. Jerry McAfee, chairman of the smok 
and fumes technical advisory committee of thx 
American Petroleum Institute. 


LABOR SEES ELECTION MANDATE FOR 
MORE WELFARE PROGRAMS 


Hospitalization and surgical services for the so- 
cial security beneficiaries are now no. 3 on the 
legislative agenda of the AFL-CIO, which says the 
recent elections calls for “bold forward steps for the 
welfare of all America.” President George Meany 
has this to say in his 12-point legislative program: 

“Adopt the Forand bill to provide hospital and 
surgical care for the recipients of old age and sur- 
vivors insurance benefits. It is still either impossible 
or too costly for our senior citizens to obtain such 
insurance through non-profit or commercial chan- 
nels.” 

Mr. Meany told a press conference: “By an over- 
whelming vote, they elected to Congress new Sena- 
tors and Representatives who want to forge ahead 
and properly utilize our nation’s human and natural 
resources to build a better world for all. By the 
same token, they retired many members of Con- 
gress who have followed a standstill policy.” 

He said the union was hopeful that “now that 
the people of America have spoken that prompt 
and vigorous action will result. This is not the time 
to raise false issues. This is the time to give the 
American people the program for which they have 
voted.” 

The two issues ahead of the hospitalization pro- 
posal are aid to depressed areas and adequate 
federal aid to general education. 


NEW PHYSICIAN IN CONGRESS— 
TWO OTHERS LOSE 


A physician new to politics has been elected to 
the House of Representatives, while a veteran phy- 
sician member of the House will be assuming the 
chairmanship of the Foreign Affairs Committee. 
Two other doctors long in Congress lost out on 
reelection. 

Dr. Dale Alford, a board ophthalmologist from 
Little Rock, Ark., is the new Democratic Repre- 
sentative from the fifth district of Arkansas. He is 
the son of a public school administrator, was edu- 
cated in Arkansas schools, and received his medical 
degree from the University of Arkansas. Dr. Alford 
served in the Army Medical Corps in World War II 
and has been in active practice in Little Rock since 
1948. He is 42. 

Dr. Thomas Morgan (D., Pa.), who has completed 
14 years in the House, is scheduled to become 
chairman of the Foreign Affairs Committee. Ac- 
cording to committee sources, he would be the first 
physician chairman of that important committee 
in the 136 years of its existence. 

Dr. Will Neal (R., W. Va.), who has been active 
on the health subcommittee of the House Inter- 
state Committee, and Dr. A. L. Miller (R., Neb.), 


long on the Interior and Insular Affairs Committee, 
failed to be reelected. Back for another two years 
as a result of the voting are Drs. Walter Judd 
(R., Minn.) and Ivor Fenton (R., Pa.). 
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TWO DOCTORS ON WHITE HOUSE 
YOUTH CONFERENCE 


Two physicians have been named among, 12 lead- 
ing citizens by the President to serve on the na- 
tional committee for the White House Conference 
on Children and Youth. It will be held in March, 
1960. They have the position of vice-chairmen. 

One is Dr. Edward D. Greenwood, coordinator 
of training in child psychiatry, Menninger Founda- 
tion, Topeka, Kan. The other is Dr. Darvl P. Har- 
vey, staff physician on the Howard Clinic, Glas- 
gow, Ky. 

Other vice chairmen are Hurst Anderson, Ph.D., 
president of American Universitv; Mrs. James Blue, 
National Association of Governing Boards of State 
Universities and Allied Institutions; Robert E. 
Bondy, director, National Social Welfare Assembly; 
Erwin D. Canham, editor, Christian Science Moni- 
tor; Donald K. David, Ford Foundation: Msgr. 
Raymond J. Gallagher, Catholic Charities of Cleve- 
land; Mrs. Frank Gannett, of Gannett Newspaper- 
boy Scholarship Inc.; Donald S$. Howard, chairman 
of the National Council of State Committees for 
Children and Youth; Rabbi Mare Tanenbaum, 
executive director of the Svnagognue Council of 

America, ond the Rev. William t. Villaume of the 
National Council of Churches of Christ. 

President Eisenhower will serve as honorary 
chairman and Secretary Arthur Flemming of HEW 
as honorary vice-chairman. Mrs. Rollin Brown, past 
president of the National Congress of Parents and 
Teachers, is the conference chairman, and Mrs. 
Katherine B. Oettinger, chief of the U. S. Chil- 
dren’s Bureau, is secretary. 


LIBRARY OF MEDICINE REGENTS 


Three regents who will serve four veors have 
been named to the National Librarv of Medicine by 
President Eisenhower. At its first meeting of the 
fall, the board of regents elected as their chairman 
Dr. Champ Lyons, professor of surgerv and chair- 
man of the department of surgery at the Medical 
College of Alabama. Dr. Lyons has been on the 
boord since 1956. 

Two of the new regents are physicians. Dr. Wil- 
liam B. Bean is professor of medicine and head of 
the department of internal medicine, State Univer- 
sity of lowa College of Medicine. Dr. William 
Stadel, a former hospital administrator, is director 
of the San Diego (Calif.) Department of Medical 
Institutions. The third regent is Mrs. Eugenie Mary 
Davie of New York, chairman of the women’s auxil- 
iary of the New York Republican County Commit- 
tee since 1946. 

Dr. Lyons succeeds as chairman Dr. I. S. Ravdin 
of Philadelphia, whose term has expired. 
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FOR PEPTIC ULCER FJ 


selective 
antimotility— antisecretory 
action 


PRO-BANTHINE 


(BRAND PROPANTHELIN E BROM™MtiIOD€E) 


a preferred anticholinergic agent in peptic ulcer 


' prefer to use Pro-Banthine because we have had 
greater and more satisfactory experience with it. Our 
experimental and clinical studies with the drug 
have demonstrated many advantages.” 


Pro-Banthine is often preferred because it selectively blocks the 
action of acetylcholine at nerve endings associated with gastric 
motility and gastric secretion. Thus Pro-Banthine relieves 

ulcer pain and promotes healing while producing only few mild 
side effects over a wide dosage range. Pro-Banthine is 

an excellent anticholinergic for use in peptic ulcer. 


G.D. SEARLE & CO., CHICAGO 80, ILLINOIS 
Research in the Service of Medicine 


1. Barowsky, H., in discussion of Barowsky, H.; Schwartz, S. A., and 
Lister, J.: Experience with Short-Term Intensive Anticholinergic 
Therapy of Peptic Ulcer, Am. J. Gastroenterol. 27:156 (Feb.) 1957. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. F. J. L. Blasingame, 535 
North Dearborn St., Chicago 10, Executive Vice President. 
1958 Clinical Meeting, Minneapolis, Dec. 2-5. 
1959 Annual Meeting, Atlantic City, June 8-12. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 
1960 Annual Meeting, Miami Beach, Fla., June 13-17. 
1960 Clinical Meeting, Washington, D. C., Nov. 29-Dec. 2. 
1961 Annual Meeting, New York City, June 19-23. 
1961 Clinical Meeting, Denver, Nov. 28-Dec. 1. 


AMERICAN 


November 


District or MEDICAL Society OF THE, Hotel Statler, Wash- 
ington, Nov, 24-26, Mr. Theodore Wiprud, 1718 M St., N. W., Wash- 
ington 6, Secretary. 

SovurHerN THoracic SurcicaL Association, Deauville Hotel, Miami 
Beach, Fla., Nov. 28-30. Dr. Hawley H. Seiler, 517 Bayshore Blvd., 
Tampa 6, Fla., Secretary. 


December 


AMERICAN ACADEMY OF DERMATOLOGY AND SYPHILOLOGY, Palmer House, 
Chicago, Dec. 6-11. Dr. R. R. Kierland, Mayo Clinic, Rochester, Minn., 
Secretary. 

AMERICAN MEDICAL ASSOCIATION CLINICAL MEETING, Hotel Leamington, 
Minneapolis, Dec. 2-5. Dr. F. J. L. Blasingame, 535 N. Dearborn St.. 
Chicago 10, Executive Vice President. 

AMERICAN RHEUMATISM AssocIATION, Mayo Clinic, Rochester, Minn., 
Dec. 6. Dr. Edward F. Hartung, 580 Park Ave., New York 21, Secretary. 

ASSOCIATION FOR RESEARCH IN NERVOUS AND MENTAL Dutseases, Hotei 
Roosevelt, New York, Dec. 12-13. Dr. Rollo J. Masselink, 700 W. 168th 
St., New York 32, Secretary. 

Mip-West Forum on ALLERGY, Sheraton-Cadillac Hotel, Detroit, Dec 
6-7. Dr. John M. Sheldon, University Hospital, Ann Arbor, Mich., Gen- 
eral Chairman. 

SOUTHERN SuRGICAL Association, Boca Raton Club & Hotel, Boca Raton, 

Fla., Dec. 9-11. Dr. George G. Finney, 2947 St. Paul St., Baltimore 18, 

Md., Secretary. 


AMERICAN 
1959 
January 


AMERICAN ACADEMY OF ORTHOPAEDIC SURGEONS, Palmer House, Chicago, 
Jan. 24-29. Dr. Clinton L. Compere, 720 N. Michigan Ave., Chicago 11, 
Secretary. 

AMERICAN PHOTESTANT Hospirat Association, Jefferson Hotel, St. Louis, 
Jan, 27-30. Mr. Olin E. Oeschger, 740 Rush St., Chicago 11, General 
Secretary. 

AMERICAN SOCIETY FOR SURGERY OF THE HAND, Palmer House, Chicago, 
Jan. 23-24. Dr. George S. Phalen, 2020 E. 93d St., Cleveland 6, 
Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, SOUTHEASTERN REGIONAL MEET- 
iNG, Miami Beach, Fla., Jan. 4-7, Dr. Harold O. Hallstrand, 7210 Red 
Road, South Miami, Fla., Chairman. 

INTERNATIONAL MEDICAL ASSEMBLY OF SouTHWEST TEXAS, Gunther 
Hotel, San Antonio, Tex., Jan. 26-28. Mr. S. E, Cockrell Jr., 202 
W. French Pl., San Antonio, Tex., Executive Secretary. 

NATIONAL AssOcIATION OF MetTHOopist HosprraLts AND Homes, Sheraton- 
Jefferson Hotel, St. Louis, Jan. 27-29. Mr. Olin E. Oeschger, 740 Rush 
St., Chicago 11, General Secretary. 

Rocky Mountain TRAUMATIC SuRGICAL AssociaTION, Aspen, Colo., Jan. 
28-31. Dr. Charles B. Bartell, 1600 Orange Ave., Long Beach 153, Calif., 
Secretary. 

WeEsTERN Socrety ror Crinicat Researcu, Carmel-by-the-Sea, Calif., 
Jan. 29-31. Dr. William N. Valentine, University of California Medical 
Center, Los Angeles 24, Secretary. 


February 
AMERICAN ACADEMY OF ALLERGY, Morrison Hotel, Chicago, Feb. 9-11. 


Dr. Bram Rose, Royal Victoria Hosp., Montreal, Quebec, Secretary. 
AMERICAN ACADEMY OF ForENsic ScrENCES, Drake Hotel, Chicago, Feb. 
26-28. Dr. Walter J. R. Camp, 1853 W. Polk St., Chicago 12, Secretary. 
AMERICAN ACADEMY OF OccUPATIONAL MeEpictnge, Boston, Feb. 11-153. 
Dr. L. Blaney, 1608 Walnut St., Philadelphia 3, Secretary. 


AMERICAN COLLEGE oF RapioLocy, Drake Hotel, Chicago, Feb. 6-7. Mr. 
William C. Stronach, 20 N. Wacker Dr., Chicago 6, Executive Director. 
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CALIFORNIA MEDICAL AssocraTIon, Sheraton-Palace Hotel, San Francisco, 
Feb. 22-25. Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive 
Secretary. 

Covorapo State Mepicar Society, Midwinter Clinical Session, Shirley- 
Savoy Hotel, Feb. 17-20. Mr. Harvey T. Sethman, 1612 Tremont Place, 
Denver 2, Executive Secretary. 

ConGress ON INpustTRIAL HEALTH, Netherland Hilton Hotel, Cincinnati, 
Feb. 16-18. Dr. B, Dixon Holland, 535 N. Dearborn St., Chicago 10, 
Secretary. 


March 


ALASKA Meprcat Association, Baranof Hotel, Juneau, 
March. Dr. Robert B. Wilkins, 1121 Fourth Ave., Anchorage, Secretary. 

AMERICAN BRONCHO-ESOPHAGOLOGICAL AssociIATION, The Homestead, 
Hot Springs, Va., Mar. 8-9. Dr. F. Johnson Putney, 1712 Locust St., 
Philadelphia 3, Secretary. 

AMERICAN COLLEGE OF ALLERGISTS, Fairmont Hotel, San Francisco, Mar. 
15-20. Dr. M. Coleman Harris, 450 Sutter St., San Francisco, Secretary. 

AMERICAN LARYNGOLOGICAL AssociATION, The Homestead, Hot Springs, 
Va., Mar. 8-9. Dr. James H. Maxwell, University Hospital, Ann Arbor, 
Mich., Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL & OTOLOGICAL Soctety, The 
Homestead, Hot Springs, Va., Mar. 10-12. Dr. C. Stewart Nash, 708 
Medical Arts Bldg., Rochester 7, N.Y., Secretary. 

AMERICAN Association, Sheraton-Palace Hotel, San 
Francisco, Mar. 30-Apr. 1. Dr. Marion F. Langer, 1790 Broadway, New 
York 19, Executive Secretary. ; 

AMERICAN OroLocicaL Society, The Homestead, Hot Springs, Va., Mar. 
13-14. Dr. Lawrence R. Boies, University Hospital, Minneapolis 14, 
Secretary. 

MicniGaAN ACADEMY or Genenat Practice, Post-Grapuate CLINtc, 
Sheraton-Cadillac Hotel, Detroit, Mar. 4. Dr. F. P. Rhoades, 970 Mac- 
cabees Bldg., Detroit 2, Convention Manager. 

Natronat Heattu Councit, Palmer House, Chicago, Mar. 17-19. Mr. 
Philip E. Ryan, 1790 Broadway, New York 19, Executive Director. 
NATIONAL MULTIPLE SCLEROSIS SocreTY, New York, Mar. 9. Mr. Donald 

Vail, 257 4th Ave., New York 10, Secretary 

SOUTHEASTERN SunGicAL ConGress, Deauville Hotel, Miami Beach, Fla., 
Mar. 9-12. Dr. Benjamin T. Beasley, 45 Edgewood Ave., S. E., Atlanta 3, 
Ga., Secretary. 

SOUTHWESTERN Suncicat Concress, New Brown Palace Hotel, Denver. 
Mar. 30-Apr. 1. Dr. C. M. O'Leary, 1213 Medical Arts Bldg., Oklahoma 
City, Okla., Secretary. 


April 


Agro Mepicat Association, Hotel Statler, Los Angeles, Apr. 27-29. Dr. 
Thomas H. Sutherland, P.O. Box 26, Marion, Ohio, Secretary. 

ALABAMA, MEDICAL AssOCIATION OF THE STATE OF, Birmingham, Apr. 
9-11. Mr. William A. Dozier, 17 Moulton Bldg., Montgomery, Executive 
Secretary. 

AMERICAN ACADEMY oF GENERAL Practice, San Francisco, Apr. 6-9. 
Mr. Mae F. Cahal, Volker Blvd., at Brookside, Kansas City 12, Mo., 
Executive Secretary. 

AMERICAN ACADEMY OF NEUROLOGY, Statler Hotel, Los Angeles, Apr. 13- 
18. Dr. Joseph M. Foley, Boston City Hosp., Boston, Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Seattle, Apr. 1-3. Dr. B. Flexner, 
Univ. of Pa., Med. School, Philadelphia 4, Secretary. 

AMERICAN AssociATION FOR CLerT PALATE REHABILITATION, Sheraton 
Hotel, Philadelphia, Apr. 30-May 2. Dr. D. C. Spriestersbach, Univ. 
Hosps., Iowa City, Ia., Secretary. 

AMERICAN AssOCcIATION OF GENITO-URINARY SURGEONS, Seaview Country 
Club, Absecon, N. J., Apr, 15-17. Dr. William J. Engel, 2020 E. 93d 
St., Cleveland 6, Secretary. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Atlantic City, N. J., Apr. 13- 
17. Dr. Calderon Howe, 630 W. 168th St., New York 32, Secretary. 
AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, Somerset 
Hotel, Boston, Apr. 23-25. Dr. Russell L. Holman, 1542 Tulane Ave., 

New Orleans 12, Secretary. 

AMERICAN ASSOCIATION OF RatLWAy Sunceons, Drake Hotel, Chicago, 
Apr. 16-18. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN ASSOCIATION FOR THE Stupy OF NEOPLASTIC Diseases, Hotel 
Greystone, Gatlinburg, Tenn., Apr. 30-May 4. Dr. Bruce H. Sisler, Box 
268, Gatlinburg, Tenn., Secretary. 

AMERICAN ASSOCIATION FOR THORACIC SURGERY, Statler Hotel, Los An- 
geles, Apr. 21-23, Dr. Hiram T. Langston, 7730 Carondelet Ave., St. 
Louis 5, Secretary. 

AMERICAN COLLEGE OF OBSTETRICIANS & GYNECOLOGISTS, Traymore Hotel, 
Atlantic City, N. J., Apr. 5-9. Dr. John C. Ullery, 15 S. Clark St., Chi- 
cago 3, Secretary. 

AMERICAN CoLLece or Puysicians, Conrad Hilton Hotel, Chicago, Apr. 
20-24. Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, Executive 
Secretary. 

(Continued on page 54) 
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RREST 
THE ANXIETY 


without affecting autonomic function 


= relieves anxiety and tension 

w aids recovery from acute cardiac episodes 

= makes patients more amenable to necessary 
limitations of activities 

= does not interfere with other drug therapy 

= does not mask toxicity of other drugs 


® 
SUPPLIED: 400 mg. scored tablets, 
200 mg. sugar-coated tablets. 


2-methyl.2-m.propy! -1,3-propanediol dicarbamate 
The original meprobamate, discovered and introduced by 


Wi WALLACE LABORATORIES, New Brunswick, New Jersey 
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Foster’ sogreases 


the skin and helps 
remove blackheads 


Fostex contains a 
combination of sur- 
face active agents 
(Sebulytic*) which: 
Completely emulsify ex- 
cess oil so that it is 
quickly washed off the 
skin. 


Penetrate and soften 
comedones, unblocking 
the pores and facilitat- 
ing removal of sebum 


plugs. 


peels the skin 
The Sebulytic base of 
Fostex dries and pro- 
motes peeling of the 
skin...actions enhanced 
by the keratolytic ef- 
fects of micropulver- 
ized sulfur and salicylic 
acid. 


*(Sodium lauryl sulfoacetate, sodium alkyl aryl polyether sul- 
fonate, sodium dioctyl sulfosuccinate. ) 


FOSTEX CREAM for 
therapeutic washing of 
skin in the initial phase 
of acne treatment, when 
maximum degreasing 
and peeling are de- 
sired. 


FOSTEX CAKE for 
maintenance therapy to 
keep skin dry and sub- 
stantially free of come- 
dones. 


Fostex is easy for your 
patients to use 


Patients stop using soap on 
affected skin areas. Instead 
they use Fostex for thera- 
peutic washing of the skin. 
The Fostex lather is mas- 
saged into the skin for 5 
minutes—then rinse and dry. 


Write for Samples 


WESTWOOD Pharmaceuticals 
Division of Foster-Milburn Co. Buffalo 13, New York 


American Gorrer Association, Chicago, Apr. 30-May 2. Dr. John C 


McClintock, 1491, Washington Ave., Albany, N. Y., Secretary. 


AMERICAN PuystoLoGicaL Socrery, Atlantic City, N. J., Apr. 12-16. Dr. 


Ray G. Daggs, 9650 Wisconsin Ave., Washington, D.C., Executive 
Secretary. 

AMERICAN Psycuiarnic Association, Civic Auditorium, Philadelphia, 
Apr. 27-May 1. Dr. C. H. Hardin Branch, 156 Westminster Ave., Salt 
Lake City, Secretary. 

AMERICAN Rapium Society, The Homestead, Hot Springs, Va., Apr. 6-8 
Dr. Robert L. Brown, Robert Winship Clinic, Emory University, At- 
lanta 22, Ga., Secretary. 

AMERICAN Society oF CHuemists, Atlantic City, N. J., Apr. 
13-18. Dr. F. W. Putnam, Univ. of Fla, Medical School, Gainesville, 
Fla., Secretary. 

AMERICAN Sociery FOR EXPERIMENTAL Atlantic City, N. J., 
Apr. 13-18. Dr. J. F. A. McManus, Univ. of Alabama Medical Center, 
Birmingham 3, Ala., Secretary. 

AMERICAN Society OF INTERNAL Mepicinge, Conrad Hilton Hotel, Chi- 
cago, Apr. 19. Dr. Clyde C. Greene Jr., 350 Post St., San Francisco 8, 
Assistant Secretary. 

AMERICAN Socrery FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEU- 
rics, Atlantic City, N.J., Apr. 13-17. Dr. Harold Hodge, Univ. of 
Rochester, Rochester 20, N. Y., Secretary 

AMERICAN SOCIETY FOR THE StupY OF STERILITY, Shelburne Hotel, At- 
lantic City, N. J., Apr. 3-5. Dr. Herbert H. Thomas, 920 S$, 19th St., 
Birmingham 5, Ala., Secretary. 

AMERICAN SuRGICAL AssociaTion, Fairmont Hotel, San Francisco, Apr 
15-17. Dr. W. A. Altemeier, Cincinnati Gen. Hospital, Cincinnati 29, 
Secretary. 

AMERICAN UnoLocicat Association, Chalfonte-Haddon Hall, Atlantic 
City, N. J., Apr. 20-23. Dr. Samuel L. Raines, 188 S. Bellevue Blvd., 
Memphis, Tenn., Secretary. 

ARIZONA Mepicat Association, San Marcos Hotel, Chandler, Apr. 28- 
May 2. Dr. Leslie B. Smith, 826 Security Bldg., Phoenix, Secretary. 
ARKANSAS MepicaL Sociery, Goldman Hotel, Ft. Smith, Apr. 13-15. Mr 

Paul C. Schaefer, 215 Kelley Bldg., Ft. Smith, Executive Secretary. 

Connecticut STATE MeEpIcaL Association, Hamden High School, Ham- 
den, Apr. 28-30. Dr. William R. Richards, 160 St. Ronan St., New 
Haven, Executive Secretary. 

Hawan Mepicart Association, Hilo, Apr. 23-25. Mr. Lee McCaslin, 510 
S. Beretania St., Honolulu 13, Executive Secretary. 

INDUSTRIAL Mepican Association, Sherman Hotel, Chicago, Apr. 26-29 
Dr. Leonard Arling, 3101 University Ave., S. E., Minneapolis 14, Sec 
retary. 

lowa Srate Mepicar Savery Hotel, Des Moines, Apr. 19-22. Mr. 
Donald L. Taylor, 529 36th St., Des Moines, Executive Secretary. 

MARYLAND, MepIcCAL AND CurrurGicaAL or THE STATE OF, The 
Alcazar Hotel, Baltimore, Apr, 15-17. Mr. John Sargeant, 1211 Cathe- 
dral St., Baltimore, Executive Secretary. 

Missournt STaTeE MepicaL AssociaTion, Kansas City, Apr. 5-8. Mr. T. R. 
O'Brien, 634 N. Grand Blvd., St. Louis, Executive Secretary. 

Nesraska STATE MepicaL Association, Hotel Paxton, Omaha, Apr. 27- 
30. Mr. M. C. Smith, 1315 Sharp Bldz., Lincoln 8, Executive Secretary. 

NEUROSURGICAL SocreTY OF AMERICA, The Homestead, Hot Springs, Va., 
Apr. 1-4. Dr. Frank P. Smith, 260 Crittenden Blvd., Rochester 20, N. Y., 
Secretary. 

New Jersey, Mepicart Society or, Chalfonte-Haddon Hall, Atlantic City, 
Apr. 25-29. Mr. Richard I. Nevin, P. O. Box 904, Trenton, Executive 
Officer. 

Onto Stare Mepicat Association, Neil House, Columbus, Apr. 21-24. 
Mr. Charles S. Nelson, 79 E. State St., Columbus, Executive Secretary. 

OKLAHOMA STATE MepicaL Association, Mayo Hotel, Tulsa, Apr. 19-22. 
Mr. R. H. Graham, P.O. Box 9696 Shartel Station, Oklahoma City, 
Executive Secretary. 

Society or NeuROLOGICAL SuRGEONS, Waldorf-Astoria Hotel, New York, 
Apr. 27-28. Dr. Bronson S. Ray, 525 E. 68th St., New York 21, Secretary. 

Souruwest ALLERGY Forum, Shamrock-Hilton Hotel, Houston, Tex., Apr. 
26-28. Dr. Richard H. Jackson, Suite 156, Hermann Professional Bldg., 
Houston 25, Tex., Secretary. 

STuDENT AMERICAN Mepicat Association, Morrison Hotel, Chicago, Apr. 
30-May 3. Mr. Russell F. Staudacher, 430 N. Michigan, Chicago 11, 
Executive Secretary. 

TENNESSEE STATE Mepicat AssociaTION, Peabody Hotel, Memphis, Apr. 
12-15. Mr. Jack E, Ballentine, 112 Louise Ave., Nashville 5, Executive 
Secretary. 

Texas Mepicat Association, San Antonio, Apr. 18-21. Mr. C. Lincoln 
Williston, 1801 N. Lamar Blvd., Austin, Executive Secretary. 


May 


AMERICAN ASSOCIATION FOR THE History OF Mepricine, Wade Park 
Manor, Cleveland, May 21-23. Dr. John B. Blake, Smithsonian-Institu- 
tion, Washington 25, D. C., Secretary. 

AMERICAN COLLEGE oF CarproLocy, Benjamin Franklin Hotel, Philadel- 
phia, May 26-29. Dr. Philip Reichert, 480 Park Ave., New York 22, 
Secretary. 

AMERICAN FEDERATION FOR CLINICAL ResEArncu, Chalfonte-Haddon Hall, 
Atlantic City, N.J., May 3. Dr. George E. Schreiner, Georgetown Univ. 
Hosp., Washington 7, D. C., Secretary. 

AMERICAN GYNECOLOGICAL Society, The Homestead, Hot Springs, Va., 
May 25-27. Dr. Andrew A. Marchetti, 3800 Reservoir Rd., N. W., Wash- 
ington 7, D. C., Secretary. 

(Continued on page 56) 
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Hyperthyroidism 


EQUuaANIL gives important aid to 
medical management because 
of its ability to calm the dis- 
traught, tense, hyperactive 
thyrotoxic patient. When used 
as an adjunct to radioiodine 
therapy, “Within two to four 
days most patients [22 out of 
25] felt remarkably improved. 
The pervading fear, the ex- 
cessive reaction to irritation, 
the insomnia. . . the ‘crystal- 
lized fright,’ all diminished 


markedly.” 


MEPROBAMATE 


Philadelphia 1, Po. Relieves tension—mental and muscular 
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AMERICAN OPHTHALMOLOGICAL Socrety, The Homestead, Hot Springs, 
Va., May 28-30. Dr. Maynard C. Wheeler, 30 West 59th St., New York 
19, Secretary. 

AMERICAN Peptatric Society, The Inn, Buck Hill Falls, Pa., May 6-8. 
Dr. A. C. McGuinness, 2800 Quebec St., Washington 8, D. C., Secretary. 

AMERICAN Psycuosomartic Society, Chalfonte-Haddon Hall, Atlantic City, 
N. J., May 2-3. Dr. Morton F. Reiser, 265 Nassau Rd., Roosevelt, N. Y., 
Secretary. 

AMERICAN Society FoR CLINICAL INVESTIGATION, Haddon Hall, Atlantic 
City, N.J., May 3-4. Dr. S. J. Farber, 550, Ist Ave., New York 16, 
Secretary. 

AMERICAN SOCIETY OF MAXILLOFACIAL SURGEONS, Palmer House, Chicago, 
May 10-14. Dr. Orion H. Stuteville, 700 N. Michigan, Chicago 11, 
Secretary. 

AMERICAN Trupeat Society, Palmer House, Chicago, May 25-27. Dr. 
E. P. K. Fenger, 1790 Broadway, New York 19, Secretary. 

ASSOCIATION OF AMERICAN Puysicians, Haddon Hall, Atlantic City, N. J., 
May 5-6. Dr. Paul B. Beeson, Yale Univ. School of Medicine, New Haven 
11, Conn., Secretary. 

Mepicar Association, Americana Hotel, Miami Beach, May 2-6. 
Mr. Ernest R. Gibson, P.O. Box 2411, Jacksonville 3, Managing Director. 

Georcia, Mepicat Association or, Bon Air Hotel, Augusta, May 17-20. 
Mr. Milton D. Kreuger, 875 W. Peachtree St., N. W., Atlanta, Executive 
Secretary. 

Inuinois State Mepicar Society, Hotel Sherman, Chicago, May 
Dr. Harold M. Camp, 224 S. Main St., Monmouth, Secretary. 

Kansas Mepicar Society, Jayhawk Hotel, Topeka, May 3-7. Mr. Oliver E. 
Ebel, 315 W. 4th St., Topeka, Executive Secretary. 

STATE Society, Roosevelt Hotel, New Orleans, May 
4-6. Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, Executive 
Secretary. 

Massacuusetts Mepicar Sociery, Hotel Statler, Boston, May 19-21. Dr. 
Robert W. Buck, 22 The Fenway, Boston 15, Secretary. 

Mepicat Association, Hotel Duluth, Duluth, May 

Mr. R. R. Rosell, 496 Lowry Medical Arts Bldg., St. Paul 2, 
Minn., Executive Secretary. 

Mississipp1 Stare Mepicar Association, Hotel Buena Vista, Biloxi, May 
12-14. Mr. Rowland B. Kennedy, 735 Riverside Dr., Jackson, Executive 
Secretary. 

NATIONAL TUBERCULOSIS ASSOCIATION, Palmer House, Chicago, May 24-29. 
Mrs. Wallace B. White, 1790 Broadway, New York 19, Secretary. 

New Mexico Mrpicat Society, Mission Mote, Las Cruces, May 5-7. Mr. 
Ralph R. Marshall, 221 W. Central Ave., Albuquerque, Executive 
Secretary. 

New York, Mepicat Society or THE STATE or, Hotel Statler, Buffalo, 
May 9-15. Dr. Walter P. Anderton, 386 Fourth Ave., New York 16, 
Secretary. 

NortH CAROLINA, MepicaL Society OF THE STATE OF, George Vander- 
bilt Hotel, Asheville, May 3-6. Mr. James T. Barnes, 203 Capitol Club 
Bldg., Raleigh, Executive Director. 

Nortu Dakota State Association, Prince Hotel, Bismarck, 
May 2-5. Mr. Lyle A. Limond, Box 1198, Bismarck, Executive Secretary. 

Ruope Istanp Mepicat Society, Providence, May 12-13. Mr. John 
Farrell, 106 Francis St., Providence 3, Executive Secretary. 

Society OF AMERICAN Sheraton Jefferson Hotel, 5. 
Louis, May 10-15. Dr. E, M. Foster, University of Wisconsin, Madisv. 
6, Wis., Secretary. 

Sociery FoR Pepiarric Researcu, The Inn, Buck Hill Falls, Pa., May 8-9. 
Dr. Clark D. West, Children’s Hosp., Cincinnati 29, Secretary. 

Soutn Mepicat Association, Columbia Hotel, Columbia, 
May 12-14. Mr. M. L. Meadors, 309 W. Evans St., Florence, Executive 
Secretary. 

WISCONSIN, 

May 5-7. 

Secretary. 


19-22. 


25-27. 


Hotel Schroeder, Milwaukee, 
P.O. Box 1109, Madison 1, 


State Mepicat Society 
Mr. Charles 


oF, 
H. Crownhart, 


sé 


eel plateau type of 


stimulation...’ was obtained* 


clinical investigators report 
benefits and safety of 


® 
a hydrochloride 
{ a in (methylphenidate 
hydrochloride CIBA) 


*Natenshon, A. L.: Dis. Nerv. 
System 17:392 (Dec.) 1956. 


C 1B A summit. 


see page 155 


J.A.M.A., Nov. 22, 1958 


June 


AMERICAN ACADEMY OF TUBERCULOSIS PuysicIANs, Atlantic City, N .J., 
June 6. Dr. Oscar S. Levin, P. O. Box 7011, Denver 6, Secretary. 

American or Cuest Puysicians, Atlantic City, N. J., June 3-7. 
Mr. Murray Kornfeld, 112 E. Chestnut St., Chicago 11, Executive Di- 
rector. 

AMERICAN DerMATOLOGICAL AssociaATION, Claridge Hotel, Atlantic City, 
N. J., June 1-4. Dr. Wiley M. Sams, 25 Southeast 2d Ave., Miami, Fla., 
Secretary. 

AMERICAN Association, Chalfonte-Haddon Hall, Atlantic City, 
N. J., June 6-7. Dr. E. Paul Sheridan, 1 East 45th St., New York 17, 
Secretary. 

AMERICAN ELECTROENCEPHALOGRAPHIC SocreTty, Claridge Hotel, Atlantic 
City, N. J., June 11-14. Dr. Jerome K. Merlis, University Hospital, 
Baltimore 1, Secretary. 

AmericAN Geriatrics Society, Hotel Traymore, Atlantic City, N. J., 
June 4-5. Dr. Richard J. Kraemer, 2907 Post Rd., Warwick, R. L., 
Secretary. 

AMERICAN MepicAL Association, Traymore Hotel, Atlantic City, N. J., 
June 8-12. Dr. F. J. L. Blasingame, 535 N. Dearborn St., Chicago 10, 
Executive Vice President. 

AMERICAN MepicaAt Women’s Association, Sheraton Ritz Carlton Hotel, 
Atlantic City, N. J., June 4-7. Miss Lillian T. Majally, 1790 Broadway, 
New York 19, Executive Secretary. 

AMERICAN NEUROLOGICAL AssociaTION, Claridge Hotel, Atlantic City, 
N. J., June 15-17. Dr. Charles Rupp, 133 S. 36th St., Philadelphia 4, 
Secretary. 

AMERICAN Orntnorepic Association, Lake Placid Club, Lake Placid, 
N. Y., June 16-18. Dr. Lee Ramsay Straub, 715 Lake St., Oak Park, 
Ill., Secretary. 

AMERICAN ProcTro.tocic Sociery, Shelburne Hotel, Atlantic City, N. J., 
June 15-18. Dr. Norman D. Nigro, 10 Peterboro St., Detroit 1, Secretary. 

AMERICAN RHEUMATISM AssOCIATION, Mayflower Hotel, Washington, 
D. C., June 2-6. Dr. Edward F. Hartung, 580 Park Ave., New York 21, 
Secretary. 

CaTHouic Hosprrat ASSOCIATION OF THE UNITED STATES AND CANADA, 
St. Louis, June 1-4. Mr. M. R. Kneifl, 1438 S. Grand Blvd., St. Louis 4, 
Executive Secretary. 

Ipano STATE MEDICAL AssoctaTiIon, Sun Valley, June 14-17. 
L. Bird, 364 Sonna Bldg., Boise, Executive Secretary. 

Marne Mepicaut Association, The Samoset, Rockland, June 21-23. Dr. 
Daniel F. Hanley, P. O. Box 240, Brunswick, Executive Director, 

Mepicat Lisrary Association, King Edward-Sheraton Hotel, Toronto, 
Can., June 15-19. Miss Nettie A. Mehne, The Upjohn Co., Kalamazoo, 
Mich., Secretary. 

Society FoR INVEsTIGATIVE DerMaroLocy, Ritz Carlton Sheraton Hotel, 
Atlantic City, N. J., June 6-7. Dr. Herman Beerman, 255 S. 17th St., 
Philadelphia 3, Secretary. 

Society oF Psycuiarry, Claridge Hotel, Atlantic City, N. J., 
June 13-14. Dr. George N. Thompson, 2010 Wilshire Blvd., Los Angeles 
57, Secretary. 

Soutw Dakora State Mevpicar Association, Sheraton Johnson Hotel, 
Rapid City, June 20-23. Mr. John C. Foster, 300, Ist National Bank 
Bidg., Sioux Falls, Executive Secretary. 

fur Enpocrine Society, Chalfonte-Haddon Hall, Atlantic City, N. J., 
June 4-6. Dr. Henry T. Turner, 1200 N. Walker St., Oklahoma City 3, 
Secretary. 


Mr. Armand 


Wyomine Stare Mepicart Association, Jackson Lake Lodge, Moran, 
June 11-14. Mr. Arthur R. Abbey, Box 2036, Cheyenne, Executive 
Secretary. 


July 


AMERICAN Society or X-nay TECHNICIANS, Shirley Savoy Hotel, Denver, 
July 4-9. Miss Genevieve J. Eilert, 16 14th St., Fond du Lac, Wis., 
Executive Secretary. 

Rocky Mountain Cancer Conrerence, Brown Palace Hotel, Denver, 
July 22-23, Dr. N. Paul Isbell, 835 Republic Bldg., Denver 2, Chairman 


August 


NATIONAL MepicaL Association, Detroit, Aug. 10-13. Dr. John T. Givens, 
1108 Church St., Norfolk, Va., Secretary. 

West Virncinta State Mepicanr Association, The 
Sulphur Springs, Aug. 20-22. Mr. Charles Lively, P. 
Charleston 24, Executive Secretary. 


Greenbrier, White 
O. Box 1031, 


September 


Unrrep States Section, INTERNATIONAL COLLEGE OF SURGEONS, Palmer 
House, Chicago, Sept. 13-17. Dr. Ross T. McIntyre, 1516 Lake Shore 
Dr., Chicago 10, Executive Secretary. 

Worvp Mepicar Association, Montreal, Canada, Sept. 7-12. Dr. Louis H. 
Bauer, 10 Columbus Circle, New York 19, Secretary-General. 


October 


AMERICAN Mepicat Warirers’ Association, St. Louis, Oct. 2-3. Dr. 
Harold Swanberg, 510 Maine St., Quincy, IIL, Secretary. 


(Continued on page 58) 
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inflammation, edema 
and engorgement 
in acute, chronic 
and allergic rhinitis 


: A.M.A 


—Sileox, 


had even greater success.” 


Flynn, T.F., Jr.: A.M.A. Arch. Otolaryng. 65:2( 


‘Vasocort’ contains hydrocortisone and 2 decongestants 


blockage. 
Smith Kline & French Laboratories, Philadelphia 


Arch. Otolarvng. 60:43 


Vasocort 


The great effectiveness of “Vasocort’ “... may be attributed to the 
shrinking action of the vasoconstrictors, which may permit the 
steroid to be more efficiently distributed on the nasal membrane.” 


1, 1954. 


“Silcox . .. reported extremely effective symptomatic relief... with 
, the use of ‘Vasocort’. We exhibited these results at the American 
Medical Association Convention in June, 1954, and since then I have 


3, 1957. 


Hydrocortisone (compound F)—28 times more soluble than hydro- 
cortisone acetate—a most effective intranasal anti-inflammatory agent. 
Phenylephrine hydrochloride and Paredrine* (hydroxyamphetamine) 
hydrobromide—for both immediate and prolonged relief of nasal 


* T.M. Reg. U.S. Pat. Off. 
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MEETINGS 


INTERNATIONAL AND FOREIGN 
November 


BAHAMAS ConFERENCE, British Colonial Hotel, Nassau, Bahamas, 
Nov. 28-Dec, 18. For information write: Dr. B. L. Frank, 23 E. 79th 
St., New York 21, New York, U. S. A. 

PakistAN Mepicat CONFERENCE, Dacca, East Pakistan, Nov. 23-27. 
Dr. K. S. Alam, 35, Nazimuddin Road, Dacca, East Pakistan, Conference 
Secretary. 


December 


BanaMas SurGicAL CONFERENCE, British Colonial Hotel, Nassau, Bahamas, 
Dec. 29-Jan. 17. For information write: Dr. B. L. Frank, 23 E, 79th St., 
New York 21, New York, U. S. A. 

INTERNATIONAL Leprosy ConGress, New Delhi, India, Dec, 8-14. Dr. 
Dharmendra, Leprosy Research Dept. School of Tropical Med., Calcutta 
12, India, Secretary. 


1959 
February 


CeNTRAL SuRGICAL Association, Montreal, Can., Feb. 19-21. Dr. A. D. 
McLachlin, Victoria Hosp., London, Ontario, Secretary. 

Society or University SurGEONS, Denver, Colo., Feb. 12-14. Dr. James 
D. Hardy, Univ. Medical Center, Jackson, Miss., Secretary. 


March 


BAHAMAS Mepicat CoNnrERENCE (Seventh), British Colonial Hotel, Nas- 
sau, Bahamas, Mar. 30-Apr, 12. For information write: Dr. B. L. Frank, 
23 E. 79th St., New York 21, N. Y., U.S. A. 

INTERNATIONAL COMMITTEE OF MILITARY MEDICINE & PHARMACY, Paris, 
France, Mar, 31-Apr. 5. For information address: International Commit- 
tee of Military Medicine & Pharmacy, Hospital Militaire, 79, rue Saint 
Laurent, Liege, Belgium. 


April 
Concress OF INTERNATIONAL ANESTHESIA RESEARCH Socrety, Miami 
Beach, Fla., U. S. A., Apr. 20-23. Dr. A. William Friend, East 107 & 
Park Lane, Cleveland 6, Ohio, U. S. A., Executive Secretary. 
Japan Mepicat ConGress, Tokyo, Japan, Apr. 1-5. For information 


address: The Japan Medical Association, 2 Chone Surigadai Kanda, 
Chiyoda-Ku, Tokyo, Japan. 


May 


CONFERENCE ON INTERNATIONAL UNION FOR HEALTH EDUCATION OF THE 
Pusuic, Dusseldorf, Germany, May 2-9. For information address: Secre- 
tary-General, 92, rue St. Denis, Paris 1, France. 

INTERNATIONAL CONGRESS OF ACUPUNCTURE, Paris, France, May 9-11. 
For information address: 8 avenue Franklin Roosevelt, Paris 8e, France. 

INTERNATIONAL VETERINARY ConGress, Madrid, Spain, May 21-27. Dr. 
Jac Jensen, Beltstraat 168, Utrecht, Netherlands, General Secretary. 


June 


INTERNATIONAL FERTILITY ASSOCIATION, Amsterdam, Netherlands, June 
7-13. Dr. Carlos Nouel, 4 Agnietenstr, Amsterdam, Netherlands, Secre- 
tary-General. 

INTERNATIONAL Hospirat ConcGress, Edinburgh, Scotland, June 1-6. 
Capt. J. E. Stone, 34 King St., London, E. C. 2, England, Secretary- 
General. 


“The pills the doctor gave me built 
me up fast. They were a /ifesaver.’” 


Clinical investigators report 
benefits and safety of 


® 
Dydrochloride 
in (methylphenidate 
hydrochloride CiBA) 


see page P 155 
*75-year-old carpenter 
treated for postcoronary depression. 
{Personal communication) 


C IBA 


2/2696me 


J.A.M.A., Nov. 22, 1958 


Pan-AMERICAN ConGrESS ON RuEuMATIC Diseases, Washington, D. C., 
U. S. A., June 2-6. Dr. Richard T. Smith, West Point, Pa., U. S. A., 
Secretary-General. 


July 


Brrrish Mepicat Association, Edinburgh, Scotland, July 16-24. For in- 
formation address: The Secretary, British Medical Association, Tavistock 
Square, London, W.C, 1, England. 

CaNnapIAN MEDICAL Association, Edinburgh, Scotland, July 16-24. Dr. 
A. D. Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 
INTERNATIONAL CONGRESS OF PEDIATRICS, Montreal, Que., July 19-25. 
For information address: Dr. R. L. Denton, 2300 Tupper St., Montreal 

25, Que. 

INTERNATIONAL CoNGREsS OF PLAsTic SURGERY, London, England, July 
13-17. Mr. David Matthews, 152 Harley St., London, W. 1, England, 
Secretary-General. 

INTERNATIONAL CoNnGREsS OF RapIOLOGY, Munich, Germany, July 23-30. 
Prof. Hans v. Braunbehrens, Frankfurt am Main, Forsthausstrasse 76, 
Germany, General Secretary. 

INTERNATIONAL PSYCHOANALYTICAL AssociaTION, Copenhagen, Denmark, 
July 26-30. Miss Pearl King, 37 Albion St., London, W. 2, England, 
Secretary-General. 


August 


INTERNATIONAL ASSOCIATION OF LIMNOLOGY, Vienna & Salzburg, Austria, 
Aug. 20-Sept. 8. For information address: Secretary, Biologische Station. 
Lunz am See, Austria. 

INTERNATIONAL CONGRESS FOR THE History OF ScreNCE, Barcelona & 
Madrid, Spain, Aug. 30-Sept. 6. Prof. J. Vernet, Universidad de Barce- 
lona, Barcelona, Spain, Secretary-General. 

INTERNATIONAL CONGRESS OF PurysiOLOGICAL Scrences, Buenos Aires, 
Argentina, Aug. 9-15. A. O. M. Stoppani, Facultad de Ciencias Medicas, 
Paraguay 2151, Buenos Aires, Argentina. 

INTERNATIONAL CONGRESS FOR SPEECH AND Voice THerapy, London, 
England, Aug. 17-22. Miss M. Carter, 46 Cannonbury Square, London, 
N. 1, England, Secretary. 

Pan-AMERICAN CONGRESS OF VETERINARY Mepicrine, Kansas City, Mo., 
U.S. A., Aug. 23. Dr. Benjamin D. Blood, P. O. Box 99, Azul, Buenos 
Aires Province, Argentina, Secretary-General. 

Worip ConrerENCE ON Mepicat Epucation, Palmer House, Chicago, 
Ill., U. S. A., Aug. 30-Sept. 4. For information address: Dr. Louis H 
Bauer, 10 Columbus Circle, New York 19, N. Y., U. S. A. 


September 


Concress OF INTERNATIONAL UNION OF RAILWAY MEDICAL SERVICES, 
Lucerne, Switzerland, Sept. 21-24. Dr. J. Ortega, 13, rue de Chateau- 
London, Paris 10, France, Secretary-General. 

Evropean Concress or ALLERGY, London, England, Sept. 2-4. For in- 
formation address: British Association of Allergists, Wright-Fleming 
Institute, St. Mary’s Hospital, London, W. 2, England. 

European ConGREss ON RHEUMATISM, Istanbul, Turkey, Sept. 18-21. For 
information address: Professor Hami Kocas, Medical School, Ankara, 
Turkey. 

INTERNATIONAL LeaGue AGAINstT RHEUMATISM, Istanbul, Turkey, Sept. 
18-21. For information write: Prof. Hami Kocas, Medical School, 
Ankara, Turkey. 

INTERNATIONAL TuBERCULOsSIS CONFERENCE, Istanbul, Turkey, Sept. 
11-18. Dr. T. I. Gokce, Selime Hatun, Mezarlik Sokak, Taksim, Istanbul, 
Turkey, Secretary-General. 

INTERNATIONAL UNION OF THE MEDICAL Press, Cologne, Germany, Sept. 
21-24. Dr. Stockhausen, Secretary of Bundesaerztekammer, Cologne, 
Germany. 

Concress For Puysicat THerapy, Paris, France, Sept. 6-12. For 
information write: Miss M. J. Neilson, Tavistock House, Tavistock 
Square, London, W. C. 1, England. 

MeEpicaL Association, Montreal, Canada, Sept. 7-12. Dr. Louis 
H. Bauer, 10 Columbus Circle, New York 19, Secretary-General. 


1960 
January 


Pan AMERICAN ConGress OF OPHTHALMOLOGY, Caracas, Venezuela, Jan. 
31-Feb. 7. For information address: Dr. Moacyr, E. Alvaro, 1151 Conso- 
lacao, Sao Paulo, Brazil. 


June 
CANADIAN MEDICAL AssociATION, Banff, Alberta, June 13-17, Dr. A. D. 
Kelly, 150 St. George St., Toronto 5, Ont., General Secretary, 
INTERNATIONAL ConGress OF CLINICAL PatrHo.Locy, Madrid, Spain, June 


13-17. Dr. J. Aparicio Garrido, Sandoval 7, Madrid, Spain, Secretary- 
General. 


(Continued on page 62) 
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what is the duration of 


action 


of the skeletal 


muscle relaxant 


you now 


prescribe? 


McNEIL LA 


ick 
= 
relieves the stiffness and pain effectively on an average dose of on ly 
| > three or four times a day. Side effects are uncommon and 
‘enough to require discontinuation of the drug. 


EMOTIONAL HEALTH 


by T. R. RETLAW A discussion of release of tension 
through work and play. 8 pp. 15¢ 


EMOTIONAL ILLNESS 


by EDITH M. STONEY An explanation of the difference 
between functional or psychosomatic illness, and organic ill- 
ness. 8 pp. 15c 


JOE'S NERVOUS BREAKDOWN 


by JOHN E. EICHENLAUB, M.D. A doctor tells the suf- 
ferer’s family how they can help when he comes home, how 
to deal with outsiders, why breakdowns occur, and how they 
can be prevented. 6 pp. 10c 


write to 


reprinted from Todays Health 


THE PSYCHIATRIST 


by EDWARD DENGROVE, M.D. and DORIS KULMAN 
What he is, how he works, and what he can mean to you. 
6 pp. 10¢ 


HY PNOTISM—HUMBUG or HEALING? 


by JAMES A. BRUSSEL, M.D. The truth is that it can be 
either, depending on who uses it, for anything in the hands 
of a phony is about as good as a three-dollar bill. 6 pp. 10¢ 


THE DOCTOR TACKLES 


THE EMOTIONAL ELEMENT 


by WILFRED DORFMAN, M.D. Increasing medical knowl- 
edge of the role of the mind in many illnesses. 6 pp. 10c 


ORDER DEPARTMENT AMERICAN MEDICAL ASSOCIATION 


535 NORTH DEARBORN STREET, CHICAGO 10, ILLINOIS 
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postoperatively 
in pregnancy when 

vomiting is persistent 
e following neurosurgical 
diagnostic procedures 
in infections, intra-abdominal 
disease, and carcinomatosis 


after nitrogen mustard therapy 


nausea 
and vomiting 


Squibb Triflupromazine 


provides prompt, potent, and long-lasting control 
e capable of depressing the gag reflex 

e effective in certain cases refractory to other potent antiemetics 
e may be given intravenously, intramuscularly and orally 

no pain or irritation on injection 


ANTIEMETIC DOSAGE: 
Intravenous: 8 mg. average single dose 
Dosage range 2-10 mg. 

Intramuscular: 15 mg. average single dose 
Dosage range 5-15 mg. 

If subsequent parenteral dose is needed, 
one-half the original dose will usually suffice 
Oral: 10-20 mg. initially; then 10 mg. t.i.d. 
SUPPLY: 

Parenteral solution —1¢c. ampuls (20mg./ce.) 
Oral tablets —10 mg., 25 mg., 50 mg., 

in bottles of 50 and 500 


Squibb Quality — The Priceless Ingredient 


*VESPRIN’ ® 1S A SQUIBE TRADEMARK 
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TERNATIONAL ConGress OF Puyst0o-PATHOLOGY OF ANIMAL REPRODUC- 
TION AND ARTIFICIAL INSEMINATION, Amsterdam, Netherlands, June 
13-17. Dr. J. Edwards, Milk Marketing Board, Thames, Surrey, England, 
Secretary. 


July 


TERNATIONAL CONGRESS AGAINST ALCOHOLISM, Stockholm, Sweden, 
July 31-Aug. 5. Dr. Archer Tongue, Case Gare 49, Lausanne, Switzer- 
land, Secretary-General. 

TERNATIONAL CoNGRESS OF ENDOCRINOLOGY, Copenhagen, Denmark, 
July 18-23. For information address: Dr. Henry H. Turner, 1200 N. 
Walker, Oklahoma City 3, Okla., U. S. A. 


TERNATIONAL ConGress ON Gorter, London, England, July 6-8. For 


information write: Dr. John C. McClintock, 149%: Washington Ave., 
Albany, N. Y., U. S. A. 

TERNATIONAL CONGRESS ON OccUPATIONAL HEALTH, Waldorf-Astoria, 
New York, N. Y., U. S. A., July 25-29. Dr. Leo Wade, 15 West 51st St., 


New York, N. Y., U. S. A., Chairman. 
August 


TERNATIONAL ConGress oF Cuemistry, Edinburgh, Scotland, 
Aug. 14-19. For information address: Dr. S$, C. Frazer, Clinical Labora- 
tory, Royal Infirmary, Edinburgh, Scotland. 

TERNATIONAL ConGress OF GERONTOLOGY, San Francisco, Calif., 
U. S. A., Aug. 7-14. Mr. Louis Kuplan, 722 Capitol Ave., Sacramento, 
Calif., U. S. A., Executive Secretary. 

TERNATIONAL CONGRESS OF PuysicaL Mepicine, Washington, D. C., 
U. S. A., Aug. 21-26. For information write: Dr. W. J. Zeiter, 2020 
E. 93d St., Cleveland, Ohio, U. S. A. 

TERNATIONAL Socrety OF HEMATOLOGY, Tokyo, Japan, Aug. 25. For 
information write: Dr. Sol Habermann, 3500 Gaston Ave., Dallas, Tex., 


U. S. A. 


Worvp ConGress OF THE INTERNATIONAL SOCIETY FOR THE WELFARE OF 


ConGress OF INTERNATIONAL Society FoR CELI 


CONGRESS OF 


INTERNATIONAL 


Crippies, New York, N. Y., U. S. A., Aug. 29-Sept. 2. Mr. Donald V. 
Wilson, 701 First Ave., New York 17, N. Y., U. S. A., Secretary-General. 


September 


BioLocy, Paris, France, 
Sept. 7-9. For information write: Prof. Chevremont, 20, rue de Pitteurs, 
Liege, Belgium. 

INTERNATIONAL Sociery OF ORTHOPEDIC SURGERY « 
TRAUMATOLOGY, New York, N. Y., U. S. A., Sept. 7-9. For information 
address: International Society of Orthopedic Surgery & Traumatology, 
34 Rue Montoyer, Brussels, Belgium. 

Concress or Criminococy, The Hague, Netherlands, 
Sept. 7-9. For information address: Sosiete Internationale de Crimi- 
nologie, 28 avenue de Friedland, Paris 8e, France. 


INTERNATIONAL CoNnGRESS OF NutTRITION, Washington, D. C., U. S. A., 


In 


WwW 


IN 


| 


Sept. 1-7. Dr. Milton O. Lee, 9650 Wisconsin Ave., Washington 14, 
D. C., U. S. A., General Secretary. 

TERNATIONAL Society Or GEOGRAPHICAL PATHOLOGY, London, England, 
Sept. 7-9. Prof. Fred. C. Roulet, 174 Albanrheinweg, Basle, Switzerland, 
Secretary-General. 

oRLD CONGRESS OF ANESTHESIOLOGISTS, Toronto, Ont., Sept. 4-10. For 
information write: Dr. R. A. Gordon, 516 Medical Arts Bldg., Toronto 5, 
Ont. 


1961 
October 
TERNATIONAL CONGRESS OF NEUROSURGERY, Statler, Hotel, Washington, 


D. C., U. S. A., Oct. 14-20. Dr. David L. Reeves, 316 W. Junipero St., 
Santa Barbara, Calif., U. S. A., Editor of Transactions. 


Good results in depression and 
“In no case [56 patients] was 
the liver function significantly 
altered by Ritalin.’” 


clinical investigators report 
benefits and safety of 


® . 
a hydrochloride 
in (methylphenidate 
hydrochloride CIBA) 
see page 


*Davidott, E., Best, J. L., and McPheeters, H. L.: 
New York J. Med. 57:1753 (May 15) 1957. 
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MAGAZINE—TELEVISION REPORT 


J.A.M.A., Nov. 22, 1958 


MAGAZINE—TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines on medical subjects is published each week only 
for the information of readers of Tue JourNAL. Unless specifi- 
cally stated, the American Medical Association neither approves 
nor disapproves of the articles reported. 


MAGAZINES 


Consumer Reports, December, 1958 
“A Two-Part Report—Cigarettes” 
In discussing “what we know now about smoking and 
health,” the article says “the undisputed facts are: that 
in the past 20 years, the death rate from lung cancer has 
increased eight times—the most rapid rise ever reported 
for a non-infectious disease; that lung cancer is now a 
leading cause of death in men . . . that the lung cancer 
rate among men who smoke cigarettes regularly is about 
10 times as great as the rate among non-smokers; and that 
rates among those who smoke one pack or so a day are 
about 20 to 30 times as great, while rates for those who 
smoke two or more packs a day are 40 to 60 times as 
great.” 


Ladies’ Home Journal, December, 1958 


“Cruelty in Maternity Wards,” 


Shultz 

In reply to the many letters which criticized the “indiffer- 
ent, unsympathetic attitudes of doctors and nurses during 
childbirth” (appearing in the May, 1958 issue) the Ladies’ 
Home Journal offers the following solution: Graduate 
nurses would have additional training in obstetrics—allow- 
ing them to perform deliveries when an obstetrician is 
not available, help to care for and educate patients during 
pregnancy, and give constant care during labor. Dr. John 
Whitridge Jr., Johns Hopkins Medical School obstetrician, 
is quoted as saying, “unless the personnel shortage is re- 
lieved, more and more women will be victims of callous 
treatment during childbirth and the percentage of dam- 
aged and non-surviving babies will increase.” 


edited by Gladys Denny 


McCall's, November, 1958 


“The Doctor Talks About Diabetes,” by McCall's Board of 

Medical Advisers and Dr. Frank J. McGowan 
In this regular monthly series, the board says that anyone 
can develop diabetes but it is most often found in persons 
with diabetic relatives, in persons over 40 years of age, 
and in overweight persons. A discussion on whether or 
not a diabetic can marry and have children is presented, 
along with a general review of the causes and treatments 
of the disease. 


Parents, December, 1958 


“The After-Baby Blues,” by Helen Puner 
Five steps to ward off maternity blues are offered, along 
with answers to such questions as “Where do these ‘blues’ 
come from? What’s known about them? What can you do 
about them?” The author says doctors believe that after- 
baby blues have their roots in the endocrine readjustments 
or result from psychological factors. 


“Fighting Fever with a Lollipop,” by Charles A. Thompkins, 

M.D., and Fletcher Slater 
The article says that some of the aspects of illness that 
make your child and you most miserable—vomiting, pint- 
ing, diarrhea, fever, and convulsions—are fought nowadays 
by slaying symptoms with sugar. The author discusses 
these five common symptoms and explains why a doctor 
recommends sweets for a sick child. 
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magnitude corticosteroid therapy! 


In Anti-inflammatory Potency 


{ DECADRON “‘possesses greater anti-inflammatory potency 
per milligram than any steroid yet produced,’ and is ‘the 
most potent steroid thus far synthesized." Milligram for 
milligram, it is, on the average, 5 times more potent than 
6-methylprednisolone or triamcinolone; 7 times more potent 
than prednisone; 28 times more potent than hydrocortisone; 

and 35 times more potent than cortisone. 


In Dosage Reduction 


Thanks to this unprecedented potency, DECADRON is 
‘highly effective in suppressing the manifestations of + 
rheumatoid arthritis when administered in remarkably small 
daily milligram doses.’’3 In a number of cases, doses as low 


as 0.5-0.8 mg. proved sufficient for daily maintenance. The 
average maintenance dosage in rheumatoid arthritis is about 
1.5 mg. daily. 

0 rd Cl of In Avoidance of New Side Effects 


A minimal incidence of diabetogenic activity, edema, sodium 


or water retention, hypertension, or psychic reactions has 
been noted with DECADRON.!234 Other “‘classical’’ 
reactions were no more frequent or severe. DECADRON 


showed no increase in ulcerogenic potential, and digestive 
complaints were rare. Nor have there been any new or 
‘peculiar’ side effects, such as muscle wasting, leg cramps, 
weakness, depression, anorexia, weight loss, headache, 
dizziness, tachycardia or erythema. 


In Therapeutic Effectiveness 


With DECADRON, investigators note ‘‘a decided intensification 
of the anti-inflammatory activity’? and antirheumatic 
potency.‘ Clinically, this was manifested by a higher degree 

of improvement in many patients, previously treated with 
prednisteroids,3 and by achievement of satisfactory control 

in an impressive number of recalcitrant cases.34 


In Therape «ic Range 


References: More patients can be treated more effectively with DECADRON. - 
1. Boland, E.W.: California Med. _Its higher anti-inflammatory potency frequently brings 
_ 88:417 (June) 1958. —Palief to cases resistant to other steroids. Relative freedom 
2. Bunim, J.J., et al.: Arthr. & 
Rheum. 1:313 (Aug.) 1958. from diabetogenic effect in therapeutic dosage permits 
3. Boland, E.W., and Headley, treatment of certain diabetics without an increase in insulin 


~ Ag requirements. Minimal incidence of hypertension and of 
San Francisco, Cal. Sodium and fluid retention allows effective therapy of 


4. Bunim, J.J., etal.: Paper many patients with cardiovascular disorders. And a healthy 
read before the Am. Rheum. — ence of well-being, reported by nearly all patients on 


Assoc., June 21, 1958, San 
Francisco, Cal. DECADRON, assures excellent patient cooperation. 
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To treat more patients more effectively 


in all allergic and inflammatory disorders 


amenable to corticosteroid therapy 


DOSAGE AND ADMINISTRATION 


With proper adjustment of dosage, 
treatment may ordinarily be 
changed over to DECADRON 
~ from any other corticosteroid 
on the basis of the following 
milligram equivalence: 


One 0.75 mg. tablet of DECADRON (dexamethasone) replaces: 


+ + + t 


One 4 mg. One 5 mg. One 20 mg. One 25 mg. 


tablet of tablet of 
methylprednisolone or prednisolone or 
triamcinolone prednisone 


tablet of tablet of 
hydrocortisone cortisone 


SUPPLIED: 


As 0.75 mg. scored penta 
gon-shaped tablets; also as 
0.5 mg. tablets to provide \ 


maximal individualized 


flexibility of dosage ad i 
justment 3 


Detailed literature is available to physicians on request. . Pa { 


*DECADRON is a trademark of Merck & Co., Inc ; is 
©1958 Merck & Co., Inc 


Merck Sharp & Dohme Philadelphia 1, Pa 


Division of Merck & Co., Inc V 


DEXAMETHASONE 


The great corticosteroid era 
opened ten years ago 
with the introduction of CORTONE® (cortisone). 
Today, MERCK SHARP & DOHME proudly 
presents the crowning 
achievement of the first corticosteroid 
decade—DECADRON (dexamethasone) 
—a new and unique compound, which 
brings a new order of magnitude 

treat 
ERCK 


corticosteroid the 
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He drives 


with his 


... fighting traffic delays and the 
other fellow’s “queer” driving 


. . . his stomach takes the brunt of 
his tenseness 


antispasmodic sedative 


quiets “nervous,” spastic stomachs—with the efficient 
sedation of BUTISOL SODIUM® butabarbital sodium 
10 mg. and the antispasmodic effect of extract of 
belladonna 15 mg. (per tablet or 5 cc.) 


BUTIBEL TABLETS / ELIXIR, 


PRESTABS®BUTIBEL R-A 
(Repeat Action Tablets) 


LABORATORIES, INC. 
| Philadelphia 32, Pa. 
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FROM OTHER PAGES 


Penguins 


There are 17 species of penguin, classified in six families. 
They include the Humboldt species, the Galapagos species, 
other species in South America, South Africa, New Zealand 
and Australia. But by far the largest in population are the 
species that breed in the Antarctic or sub-Antarctic. Among 
these are the king and emperor penguins (some four feet 
tall) and the smaller chinstrap and Adélie species. . . . It 
was the Adélie that I set out to study. ... 

The Adélie penguin spends the Antarctic winter at sea 
hunting its food—the small shrimp called drill. . . . Tn early 
spring the Adélie starts a long trek over the still-frozen sea 
to its breeding ground on the Antarctic land coast. It some- 
times has to walk as far as 60 miles over the sea ice to its 
rookery. Since the rookery is too far from open water for 
the penguin to walk back regularly for food, the bird is 
prepared for a long fast. It is plump with a reserve supply 
of fat: the male Adélie weighs about 13 pounds, the female 
about 11 pounds. 

On arriving at the breeding ground, the birds take up 
stations at sites where they will build their nests. In many 
cases the male goes without hesitation to a particular site 
and stays there. To establish his territorial claim, and attract 
a female, he performs what is called the “ecstatic” display. 
The bird stretches his neck, cocks his bill toward the sky, 
slowly waves his flippers back and forth and finally lets 
forth a raucous caw. Often a female comes running. But the 
male may not need to call for a mate. The partner with 
whom he mated in the preceding season may meet him at 
the same site. We found that Adélie penguins which had 
been banded . . . came back to the same nest sites year 
after year and were, on the whole, faithful to their mates 


of the preceding season. . . . / After the snow has thawed 
a little, the male and female begin to build a nest of 
stones. . . . The purpose of the nest, in part, is to keep the 


eggs above water when the snow falls on the nest and 
melts. . . . 

Some three weeks after their arrival at the rookery, the 
female lays two bluish-white eggs, each weighing about 
three and a half ounces. The male then takes charge of the 
nest and eggs, and the female goes to sea to break her fast. 
About two weeks later she returns to the nest, and the pair 
now perform a ceremonious “changing of the guard.” As 
they wave their stretched heads at each other again and 
again, the male rises stifly from the eggs and the female 
takes his place. He then repairs the nest and waddles off to 
the sea for his turn to feed. He comes back in two weeks 
and relieves the female to give her another chance to go for 
food. When she returns, she brings food for the chicks, be- 
cause by now, after an incubation period of about 35 days, 
the eggs are hatching. She feeds the chicks with semidigested 
food which she regurgitates from her stomach. During their 
growth period the youngsters get fed about every two days, 


and a chick can take up to one and a half pounds of food at 
a single meal! The parents take turns going for food and 
standing guard over the chicks. 

At the age of about four weeks the chicks leave the nest. 
Groups of about 100 chicks then gather together, mainly for 
protection against the predatory skua. The chicks still have 
to be fed by their parents, and you well may ask: How do 
the parents pick out their own chicks from a mob of 100?... 
I discovered by watching marked birds that the parents do 
feed just their own offspring. If the food-bearing parent does 
not find its chicks, it stretches its neck and begins to caw 
noisily. Its offspring, even when asleep, promptly wake up 
and run to be fed....Other workers have confirmed that 
parents and their chicks recognize each other, and it is also 
plain that the adult birds must have some means of identi- 
fying their own mates, even after a winter's separation. .. . 
Adélie penguins have a strong propensity for forming and 
maintaining partnerships under all circumstances. When a 
bird arrives at a nest site before its mate of the previous 
season, it may start “keeping company” wtih a new partner. 
However, when the original mate arrives, it nearly always 
ousts the usurper.—W. J. L. Sladen, Penguins, Scientific 
American, December, 1957. 


Scurvy During the Crusades and the Gold Rush 


Bret Harte called the California Gold Rush “a kind of 
crusade without a cross.” And although six hundred years 
apart in time, the Crusades and the California Gold Rush 
had many things in common. Both catalysed great sudden 
migrations of peoples. The participants in both interrupted 
an inherently agricultural economy.... Both were fraught 
with hardships, and in both scurvy loomed large and 
terrible... To continue comparisons, both Crusades and 
Gold Rush subsequently started the production of antidotes 
for scurvy. Returning Crusaders had become entranced with 
the “Median Apples” they found cultivated in Moslem 
gardens, despite Nicolaus Specialis calling them “acripo- 
morum fructes, quae vulgo arrangiae vocantur” in his history 
of Sicily in 1383. They brought back not only a taste for 
these tart fruits but their seeds as well and thus revived the 
citriculture of Sicily and extended it to Italy beyond the 
mere ornamental plantings of oranges, lemons, and citrons, 
and thence to Spain and Southern France. And it was the 
demand of the Mother Lode’s scorbutic miners for lemons 
which prompted the gringo pioneers of still Arcadian 
Southern California to extend their patio orchards of a few 
trees into commercial acreages. Thus William Wolfskill set 
out some 1,800 lemon trees in 1850 which by 1856 were 
bearing, and their fruits were shipped by coastwise steamer 
in boxes to San Francisco to compete with the Acapulco- 
grown limes of John Sutter, Jr. and the oranges from 
Papeete, over which the Tahitian queen, Pomari, exercised 
a monopoly.—A. J. Lorenz, Scurvy in the Gold Rush, Journal 
of the History of Medicine, October, 1957. 
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Medrol 


hits the disease, but spares the patient 


Upjohn 


The Upjohn Company 
*Trademark for methylprednisolone, Upjohn Kalamazoo, Michigan 
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you expect 


ATARAX 


{brand of hydroxyzine) 


to calm your patients 
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for example... 


IN CARDIAC CONDITIONS 


ATARAX is anti-arrhythmic. In addition to producing 
tranquilization, ATARAX “restored and then maintained 
normal sinus rhythm” in 30 patients with cardiac arrhyth- 


mias.? 


IN ALLERGIC REACTIONS 


ATARAX is antihistaminic. Tranquilizers usually have 
an equivocal effect on allergic disease; ATARAX appears to 
be an exception.” Feinberg reports “striking results” in 15 
out of 17 patients with chronic urticaria that cannot be 
attributed to calming action alone.” To date, over 649 cases 
of allergic dermatoses have responded favorably to 


IN GASTRIC DISTURBANCES 


ATARAX is anti-secretory.* Both emotional and physical 
aspects of certain gastric disorders are aided by ATARAX. 


ATARAX 


FOR MORE THAN ATARACTIC ACTION 


posace: Adults, one 25 mg. tablet or 1 tbsp. syrup q.i.d. ‘1. Burrell, Z. L., et al.: Am. J. Cardiol. 1:624 (May) 1958. 


Children, 1-2 10 mg. tablets or 1-2 tsp. syrup t.i.d. 2. Feinberg, A. R., et al.: J. Allergy 29:358 (July) 1958. 3. 
supptiep: Prescription only. Tablets, 10 mg., 25 mg., and Eisenberg, B. D. : Clin. Med. 5 897 (July) 1958. 4. Robinson, 

~* H. M., Jr., et al.: South. M. J. 50:1285 (Oct.) 1957. 5S. Strub, 
100 mg., bottles of 100. Syrup, pint bottles. Parenteral I. H.: Personal communication. 6. Schuller, B.: Gaz. des Hépi- 


Solution, 10 cc. multiple-dose vials. taux No. 10:391 (Apr. 10) 1957. 
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LIST OF STATE MEDICAL ASSOCIATIONS 


Isthmian Canal Zone, Med. Assn. of..|Col. Francis 


Michigan State Medical Society 


OUR ELEVENTH YEAR IN THESE COLUMNS 


. . . DISCUSSING 
| FOOT STRAINS 
and SHOE FITTINGS 


Persistent foot fatigue and related dis- 
comfort sometimes tie back to chronic 
foot-strains . . . and to patient's indi- 
vidual shoe-fitting problems. Individual- 
ly fitted from 248 styles and sizes, 
é Cuboid Shoe Inserts, when worn in any 
sensible shoe, are designed to “break in” 
and take form that “adapts” the shoe 
to the plantar area of the patient's foot. 


Burns Cuboids have been prescribed by 
physicians for as long as 22 years. The 
product has been advertised to you in 
these columns for the past ten years. 


A special data sheet describing the functions 
of Cuboid Shoe Inserts is available to doctors 


on request. 


Cuhoids 


BURNS CUBOID CO. 
Established 1936 
P.O. BOX 658 * SANTA ANA, CALIFORNIA 


SOCIETY PRESIDENT EXECUTIVE OFFICER ANNUAL MEETING 
| 

Alabama, Med. Assn. of the State of.|Edgar V. Givhan, Birmingham..... Mr. W. A. Dozier Jr., 17 Molton Bldg., Montgomery.. 'Birmingham, Apr. 911 
Alaska Territorial Medical Assn......|William H. Whitehead, Juneau.....|/Robert B. Wilkins, 1121 Fourth Ave., Anchorage...... Juneau, Mar, "59 
Arizona Medical Association.......... W. R. Manning, Tucson......... .| Leslie B. Smith, 826 Security Bldg., Phoenix........... \Chandler, Apr. 28-May 2 
Arkansas Medical Society....... ...|Louis K. Hundley, Pine Bluff Mr. Paul C. Schaefer, 218 Kelley Bldg., Ft. Smith.. .|Ft Smith, Apr. 13-15 
California Medical Association.......| Francis E. West, San Diego........ Mr. John Hunton, 450 . Franeiseo, Feb. 22-25 
Colorado State Medical Society...... John I. Zarit, Demver.......ccccses Mr. H. T. Sethman, 835 Republie Bldg., Denver 2...... | 
Connecticut State Medical Society...|\Walter I. Russell, New Haven...... William R. Richards, 160 St. Ronan St., New Haven....| Hamden, April 28-30 
Delaware, Medical Society of.......... John B. Baker, Milford............. N. L. Cannon, 621 Delaware Ave., Wilmington......... } 
District of Columbia, Med. Soc. of...|James W. Watts, Washington 6....|Mr. T. Wiprud, 1718 M St. N.W., Washington 6......../Washington, Novy. 24-26 
Florida Medical Association.......... Jere W. Annis, Lakeland............ Mr. Ernest R. Gibson, P.O. Box 2411, Jacksonville 1..;Miami Beach, May 2-6 
Georgia, Medical Association of...... Lee Howard, Sr., Savannah......... Mr. M. D. Krueger, 875 W. Peachtree St., N.E., Atlanta Augusta, May 17-20 
Hawaii Medical Association........... William N. Bergin, Hilo............. Satoru Nishijima, 510 8. Beretania St., Honolulu...... Hilo, Apr, 23-25 
Idaho State Medical Association..... Donald K. Worden, Lewiston....... Mr. Armand L. Bird, 364 Sonna Bldg., Boise............ Sun Valley, June 14-17 
Illinois State Medical Society......... Raleigh ©. Oldfield, Oak Park...... Harold M. Camp, 224 8. Main St., Monmouth.......... Chieago, May 19-22 
Indiana State Medical Association...|M. C. Topping, Terre Haute........ Mr. James A. Waggener, 23 E. Ohio St., Indianapolis 4 5 
lowa State Medical Society........... Walter D. Abbott, Des Moines 9....|Mr. Donald L. Taylor, 529 ¢ |Des Moines, Apr. 19-22 


Wilson, Ft. Clayton..|William T. Bailey, Box 2005, Balboa Heights.... 


Kansas Medical Society.............-. T. P. Buteher, Emporia............. Mr. Oliver E. Ebel, 315 W. Fourth St., Topeka........ |Topeka, May 3-7 
Kentucky State Medical Association... /R. W. Robertson, Paducah.......... Mr. J. P. Sanford, 1169 Eastern Pkwy., Louisville 17..| 
Louisiana State Medical Society...... A.D. Long, Baton Rouge........... (. Grenes Cole, 1430 Tulane Ave., New Orleans 12...... New Orleans, May 4-6 
Maine Medical Association............ Eugene E. O'Donnell, Portland..... D. F. Hanley, P.O. Box 240, Brunswiek................. Rockland, June 21-23 
Maryland, Med. and Chir. Faculty of|J. Sheldon Eastland, Baltimore....|Mr. John Sargeant, 1211 Cathedral St., Baltimore...... (Baltimore, Apr. 15-17 


Massachusetts Medical Society........ Charles C. Lund, Boston 15........ Robert W. Buck, 22 The Fenway, Boston 15.......... ’, |Boston, May 19-21 
W. Slagle, 
Minnesota State Medical Association|/H. B. Sweetser, Minneapolis 2 


L. F. Foster, P.O. Box 539, Lansing 3.................- Grand Rapids, Sept. 27-20 


Battle Creek.......... Duluth, ‘5s 
..|Mr. R. R. Rosell, 496 Lowry Med. Arts Bldg., St. Paul 2/Duluth, (os 


Mississippi State Medical Association|Guy T. Vise, Meridian............... Mr. R. B. Kennedy, 735 Riverside Dr., Jackson.......... |Biloxi, May 12-14 
Missouri State Medical Association...|W. F. Franeka, Hannibal........... Mr. T. R. O'Brien, 634 N. Grand Blvd., St. Louis oe aie City, Apr. 5-8 
Montana Medical Association......... Herbert T. Caraway, Billings....... Mr. L. R. Hegland, P.O. Box 169, Billings....... ++ lomat 97.9% 
Nebraska State Medical Association..|Fay Smith, Imperial................ Mr. M. C. Smith, 1315 Sharp Bldg., Lincoln 8.......... | maha, Apr. 27-30 
Nevada State Medical Association...|Roland W. Stahr, Reno............. Mr. Nelson B. Neff, P.O. Box 188, Reno 

New Hampshire Medical Society...... Arthur W. Burnham, Lebanon...... Mr. Hamilton 8S. Putnam, 18 School St., Coneord...... Atlantie City, A 25-99 
New Jersey, Medical Society of....... Kenneth E. Gardner, Bloomfleld....|Mr. Riehard I. Nevin, P.O, Box 904, Trenton 5.......... “ypgr toes Va _ 
New Mexico Medical Society.......... James (. Sedgwick, Las Cruces....|Mr. R. R. Marshall, 221 W. Central Ave., Albuquerque emg May rt . 
New York, Med. Soc. of the State of..|Leo E. Gibson, Syracuse............ W. P. Anderton, 750 Third Ave., New York 17...... -++| Asheville Ma r 

N. Carolina, Med. Soc. of the State of|Lennox D. Baker, Durham.......... Mr. James T. Barnes, 203 Capitol Club Bldg., Raleigt Bismarck gt 9.5 
North Dakota State Medical Assn.....JO. A. Sedlak, Fargo................. Mr. Lyle Limond, Box 1198, Bismarck.................. Columbus, Apr 21-% 
Ohio State Medical Association....... iG. A. Woodhouse, Pleasant Hill....|Mr. C. 8. Nelson, 79 East State St., Columbus 15...... 4 eo 
Oklahoma State Medical Association|E. C. Mohler, Ponea City........... Mr. R. H. Graham, P.O. Box Shartel Station, 


Tulsa, Apr. 19-22 


Oregon State Medical Society......... Vern W. Miller, Salem........-scese- Max H. Parrott, 1115 8.W. Taylor St., Portland...... 
Pennsylvania, Med. Soc. of State of|John W. Shirer, Pittsburgh 13......|Mr. Lester H. Perry, 230 State St., Harrisburg......... /Santurce, Nov. 18-22 
Puerto Rico Medical Association...... L. R. Guzman-Lopez, Santuree 29..|Mr. J, A. Sanchez, Box 9111, Santurce. ssseeeeeeeess|Providence, May 12-18 
Rhode Island Medical Society......... Francis B. Sargent, Providence 6../Thomas Perry Jr., 154 Waterman St., Providence 6....|Columbia, May 12-14 
South Carolina Medical Association. .|R. L. Crawford, Lancaster.......... Mr. M. L. Meadors, 309 W. Evans St., Florence........ Rapid City, June 20-28 
South Dakota State Medical Assn....jA. A. Lampert, Rapid City.......... Mr. J. C. Foster, Ist Nat'l Bank Bldg., Sioux Falls..../Memphis, Apr. 12-15 
Tennessee State Medical Association. |J. C. Gardner, Nashville....... ....|Mr. Jack E. Ballentine, 112 Louise Ave., Nashville 5..../San Antonio Apr 18-2] 
Texas Medical Association............ Howard O. Smith, Marlin Mr. ©. L. Williston, 1801 N. Lamar Blvd., Austin. vere : mt oo 
Utah State Medical Association...... Reed W. Farnsworth, Cedar City...|Mr. H. Bowman, 42 8. Fifth East, Salt Lake City 2.... 
Vermont State Medical Society....... James P. Hammond, Bennington..|Mr. Getty Page, 128 Merchants Row, Rutland......... 
Virginia, Medical Society of .......... H. ©. Bates Jr., Arlington 3........ Mr. R. 1. Howard, 4205 Dover Rd., Richmond 21....... 
Washington State Medical Assn...... Emmett L. Calhoun, Aberdeen......]Wilbur E. Watson, 1300 Seventh Ave., Seattle 1 
West Virginia State Medical Assn.....|George F. Evans, Clarksburg....... Mr. Charles Lively, Box 1031, Charleston 24............ White Sulphur Springs, 

| Aug. 90-99 

Wisconsin, State Medical Society of..|Jerome W. Fons, Milwaukee........ Mr. C. H. Crownhart, P.O. 1199, Madison 1............ wiheneben. May 5-7 


Wyoming State Medical Society...... L. B. Wilmoth, Lander.............. Mr. Arthur Abbey, Box 2036, Cheyenne................. Moran,, June 11-14 


| 
/ Many articles in 
YY stock. Ask for free 
listing. 
We reprint any article 
from TODAY'S HEALTH 
upon request (minimum 
order 500 copies on 
special printings). 


| 
DAILY LOG 


The Daily Log for Physicians is a common- 
sense bookkeeping system that requires no 


special training yet stops *‘profit-leaks’ 
| and protects against tax troubles. Fully 
dated — looseleaf inexpensive. A 


standard record keeping system of the 
profession since 1927. Satisfaction guar- 
anteed. 
Regular Edition one 36 line page a 
day, one volume, dated for calendar year 
1959 — $7.75. Double Log Edition — 
two facing pages of 36 lines for each day, 
two volumes, dated for calendar year 
1959, per set —- $13.50. 
ORDER DIRECT OR WRITE FOR 
MORE COMPLETE INFORMATION 


THE COLWELL COMPANY 
236 University Ave., Champaign, tll. 


Prices and information 

from 

Bureau of Health 
Education 

American Medical 
Association 

535 N. Dearborn St. 

Chicago 10 
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CHRONIC 
PROSTATITIS 


“probably 


the most common 


chronic infection 


in men over 


50 years of age.” 


FURA 


brand of nitrofurantoin 


DANTIN 


“In acute prostatitis, ‘antibacterial medication, ...... FURADANTIN (Eaton) 
100 mg. 4 times daily is indicated . . .""” 


In chronic prostatitis, ‘‘antibacterial therapy may begin on the first visit with 
FuRADANTIN 100 mg. 4 times daily. . 


Available as Tablets, Oral Suspension 


References: 1. Alyea, E. P.: Infections and inflammations of the Male Genital Tract, in Campbell, M.: 
Urology, Philadelphia, W. B. Saunders Co., 1954, vol. 1, p. 643. 2. Barnes, R. W.: Prostatitis, in Conn, F.: 
Current Therapy 1957, Philadelphia, W. B. Saunders Co., 1957, p. 353. 3. Goodwin, W. E., and Turner, R. D.: 
Prostatitis, in Conn, F.: Current Therapy 1958, Philadelphia, W. B. Saunders Co., 1958, p. 399. 


NITROFURANS-—a new class of antimicrobials—neither antibiotics nor sulfonamides o,w 
° 


EATON LABORATORIES, NORWICH, NEw YORK 
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fingertip control 


IN PARKINSONISM, improved functional 
capacity is the therapeutic goal. Studies show that 
Parsidol permits greater freedom of movement, helps 
control tremor and muscular rigidity.':* Even 
self-care activities, formerly most difficult, are made 
easier with Parsidol.* 


Parsidol exercises a mood-lifting effect in the 

patient at the same time that his physical coordination 
and dexterity return. Though effective by itself, 
Parsidol is also compatible with most other 
anti-parkinsonian drugs. Side effects are 

minimal. Most patients respond to a maintenance 
dosage of 50 mg. q.i.d. 


1. Doshay, L. J. et al. J.A.M.A. 160:348 (Feb.) 1956. 
2. Berris, H.: T. Lancet 74:245 (July) 1954. 


brand of ethopropazine hydrochloride 
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Plac idyl 


‘nudges: patient to sleep 


“The pills the doctor gave me built 
me up fast. They were a lifesaver.’” 


Clinical investigators report 
benefits and safety of 


® 
hydrochloride 
i in (methylphenidate 
hydrochloride CIBA) 


*75-year-old carpenter 
treated for pestcoronary depression. 
{Personal communication) 


see page > 
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After Ritalin: “... they were 
alert, fatigue disappeared, and 
they could go all day without 
tiring [89 patients].’” 


clinical investigators report 
benefits and safety of 


= ® 
hydrochloride 
(methyiphenidate 
hydrochloride CIBA) 


“Natenshon, A, L.: Dis. Nery. see page 155 
System 17:992 tDec) too > Doctor Smith brought you a baby too, Mary Ann. 


C IBA summit, 
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BERTRAM 


3 Bertram W. Sippy 
Indications: duodenal and gastric ulcer + colitis 


Investigator 
after investigator reports 


Wilkins, R. W.: New England J. Med. 257:1026, Nov. 21, 1957. 


“Chlorothiazide added to other antihypertensive drugs reduced the blood pressure in 

19 of 23 hypertensive patients.” ‘‘All of 11 hypertension subjects in whom 
splanchnicectomy had been performed had a striking blood pressure response to oral 
administration of chlorothiazide.” “’. . . it is not hypotensive in normotensive patients with 
congestive heart failure, in whom it is markedly diuretic; it is hypotensive in both 
compensated and decompensated hypertensive patients (in the former without congestive 
heart failure, it is not markedly diuretic, whereas in the latter in congestive heart failure, 
it is markedly diuretic)... .” 


Freis, E. D., Wanko, A., Wilson, 1. H. and Parrish, A. E.: J.A.M.A. 166:137, Jan. 11, 1958. 


“Chlorothiazide (maintenance dose, 9.5 Gm. twice daily) added to the regimen of 73 
ambulatory hypertensive patients who were receiving other antihypertensive drugs as well 
caused an additional reduction [16%] of blood pressure.” ‘‘The advantages of 
chlorothiazide were (1) significant antihypertensive effect in a high percentage of patients, 
particularly when combined with other agents, (2) absence of significant side effects or 
toxicity in the dosages used, (3) absence of tolerance (at least thus far), and 

(4) effectiveness with simple ‘rule of thumb’ oral dosage schedules.” 


in “Chiosothiazide: A New Type of Drug for the Treatment of Arterial Hypertension,” Hollander, W. and Wilkins, R. W.: Boston Med. Quart. 8: 1, September, 1957. 


MERCK SHARP & DOHME division of MERCK & CO., INC., Philadelphia 1, Pa. 
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the effectiveness of i 


HLOROTHIAZIDE) 


INITIATE THERAPY WITH 'DIURIL', 'piurit' is given in a dosage range of from 
250 mg. twice a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS, The dosage of other antihypertensive medi- 
cation (reserpine, veratrum, hydralazine, etc.) is adjusted as indicated by patient response. If the patient 
is established on a ganglionic blocking agent (e.g., "INVERSINE') this should be continued, but the total daily 
dose should be immediately reduced by as much as 25 to 50 per cent. This will reduce the serious side 
effects often observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION, The patient must be frequently observed 
and careful adjustment of all agents should be made to determine optimal maintenance dosage. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'piurit' (chlorothiazide); bottles of 100 and 1,000, 


"DIURIL' is a trade-mark of Merck & Co., Inc. 
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Smooth, more trouble-free management of hypertension with 'DIURIL' | 


Medrol 


hits the disease, but spares the patient 


Upjohn 


The Upjohn Company 
Kalamazoo, Michigan 


*Trademark for methylprednisolone, Upjohn 
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Vol. 168, No. 12 


“She was put on 
Ritalin and immediately 
her attitude changed.’* 


Clinical investigators report 
benefits and safety of 


hydrochloride 
(methylphenidate 
hydrochloride CiBA) 
*37-year-old female treated for depression due to breast see page , 155 


cancer (Natenshon, A. L.: Dis. Nerv. System 17:392 (Dec.) 1956.) 


C IBA 


For older patients: 
mental awakener.’’”* 


clinical investigators report 
benefits and safety of 


® 
hydrochloride 
i in (methylphenidate 
hydrochloride CIBA) 
*Ferguson, J. T.: J. Am. Geri- 
atrics Soc. 4:1080 (Nov.) 1956 
2/2597™8 I B A SUMMIT, N. J 


see page > 155 


“You can send him in now.” 
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Cop 
CEN TTRATE TABLETS 


Taste as good as candy and provide the average daily requirements 
of vitamins A and D—PLEASANTLY and ECONOMICALLY. 

Each tablet contains vitamins A and D equivalent to one teaspoon- 
ful of U.S.P. cod liver oil. Bottles of 100 and 240 tablets. 
WHITE’S COD LIVER OIL CONCENTRATE CAPSULES 

—whenever high potency A and D vitamins are required. Each small capsule 
provides 12,500 units of Vitamin A and 1,250 units of Vitamin D. 

Bottles of 40 and 100 capsules. 

Also available: WHITE’S COD LIVER OIL CONCENTRATE DROPS 
Bottles of 6, 30, and 50 cc., with dropper. 


WHITE LABORATORIES, INC. Kenilworth, N. J. 
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if you were 
in the rheumatoid arthritic’s shoes. 
Doctor... 


wouldn't you want a steroid 


with a proved record 
of safety and success? 


prednisone 


you can count on rapid relief from pain, swelling and stiffness followed 

by functional improvement and maintained on an uncomplicated, 

low-dosage regimen with minimal chance of side effects* 

and without unexplained weight loss, anorexia, muscle cramps 
as reported with certain other corticoids? 


‘Round-table Discussion by Leading Investigators, San Francisco, Calif., June 20, 1958. 


METICORTEN, 1, 2.5 and 5 mg. white tablets. 


SCHERING CORPORATION - BLOOMFIELD, NEW JERSEY 
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you know 
relief is in store for 
patients with 
drug reactions 
because you know 
the results achieved with 


Over 1800 published papers on METICORTEN 
Reports* show that 85.7% of patients with drug reactions were 
successfully treated with METICORTEN. 


*Schering Clinical IBM Tabulation of 
Published Reports on METICORTEN hy . 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEYC 


>, 
4 
LAE 
4 
fhize 
| 
4 4 
3 
‘ 
. 
preanisone 
« 
bs 
ger, 
pers”, 
2 


American Medical Association 
Annual Clinical Meeting 


BULLETIN 
THE AIR 


Special Television Edition 
Wednesday, December 3 6:15-7:00 p.m. Channel 4 
WCCO-TV Minneapolis 


Daily Radio Edition 
Tuesday to Friday, Dec. 2-5 6:10-6:15 p.m. 
WCCO-Radio 830 ke. Minneapolis 


PRESENTED BY AMERICAN MEDICAL ASSOCIATION 
IN COOPERATION WITH GD MERCK SHARP & DOHME 
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Cc DISABLED ARTHRITIC—INJECTION HYDELTRASOL 
certain fulminating infections, when the patient's life is in | provides strikingly prompt relief from pain, discomfort and 
danger, INJECTION HYDELTRASOL can be a lifesaving mea- disability — may be administered with HYDELTRA- AY 
~'sure until sufficient time e pses for 


to locate trigger points before injection}. 


THE FIRST READY-TO-USE, 


| SOLUBLE, 
In your bag... 4 ALL-PURPOSE 
ready for use... +} 


INJECTION HYDELTRASOL 


(Prednisolone 21-Phosphate) 
ADVANTAGES: 
. . . . 
4 1. Immediately effective—dramatic response in minutes 
2. Ready for use—needs no reconstitution or refrigeration 
3. In solution—flows readily through a small-bore needle 


SUPPLIED «In 2-cc. and 5-cc. vials, each cc. containing 20 mg. 
of prednisolone 21-phosphate as the di-sodium salt. 


Hydeltrasol is a trad k of Merck & Co., Inc. 


MERCK SHARP & DOHME oivision oF MERCK & CO., INc., Philadelphia 1, Pa. 
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Sie 


“Since we've had him on NEOHYDRIN he can walk 
without dyspnea. I wouldn’t have believed it possible 
a month ago.” 


oral TABLET 


diuretic 


BRAND OF CHLORMERODRIN 


| | 


can, with approp 


encouragement 


“80% 


normal life” 
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for appropriate medical management of epilepsy 


the Parke-Davis family of anticonvulsants 


...an anti-epileptic for every clinical need 


« complete control of seizures in many patients 


e reduced incidence and severity of seizures in many others 


for grand mal and psychomotor seizures 


Dilantin 
Phelantin 


Celontin 
Milontin 


Sodium (diphenylhydantoin sodium, 
Parke-Davis) is supplied in many forms 
—including Kapseals® of 0.03 Gm. and 


0.1 Gm. in bottles of 100 and 1,000. 


Kapseals (Dilantin 100 mg., phenobar- 
bital 30 mg., desoxyephedrine hydro- 
chloride 2.5 mg.), bottles of 100. 


for the petit mal triad 


Kapseals (methsuximide, Parke-Davis) 
0.3 Gm., bottles of 100. 


Kapseals (phensuximide, Parke-Davis) 
0.5 Gm., bottles of 100 and 1,000. 
Suspension, 250 mg. per 4-cc. teaspoon, 
16-ounce bottles. 


A 


PARKE, DAVIS & COMPANY - DETROIT 32 ,MICHIGAN * IP): 
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The accepeance of “Mysoline” is supported by 

investigators in 15 different countries. This effective anticonveleanlé =< control of grand mal 
and psychomotor attacks is well tolerated. Side effects, when they occur, are usually mild and 
transient; and no irreversible toxic effects have been reported. Four years of successful clin e 
use in the United States further confirms the effectiveness and safety of “Mysoline.” 


RIES + NEW YORK 16, NEW YORK) industries, 


BIA 


ROCHE 


a puoneer in antimicrobial therapy 


now presents 


MADRIBON 


a new development 


in the control of systemuc infections 


particularly those of the respiratory tract. 


MADRIBON 
introduces new standards 
of effectiveness and tolerance 
characterized by 
raprd, prolonged blood levels 


and a basically different metabolism. 


| 
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superior chemotherapeutic agent 
Rapid, prolonged blood levels Excreted differently 


a characteristic of Madribon, assure prompt Medribon differs from 
response and greater convenience of dosage. all previously known 


chemotherapeutic agents 
in that it is metabolized 
mostly as a glucuronide. 


HOUR Ve 2 Glucuronide conjugate 
accounts for approximately 
Average blood level after administration of a single 80 per cent of the 


2 Gm dose of Madribon. Madribon urine level. 
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already proved in 5000 patients 
Highly soluble poor respons 


side effects 


each symbol represents 25 cases 


Solubility of Madribon 
in the urine: over 
2000 mg/ 100 mi. 


The glucuronide form of fe 
Madribon is exception- 
ally soluble — providing 
an important margin of 
therapeutic safety. 
KY Q 
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new 


m systemic 


anfections, 
particularly 
those of the 
upper 
respiratory 
tract 


ADRIBON 


is realistic therapy 


Especially for “u. r. 4.” Madribon shows marked activity against 
a wide spectrum of gram-positive and gram-negative pathogens. 
Its greatest benefit, however, may well lie in the treatment of 
upper respiratory infections. In one representative study, “in- 
cluding acute pharyngitis, tonsillitis, otitis media and two cases 
of bacterial pneumonia...therapeutic results were satisfactory 
in the majority of cases with prompt defervescence and general 
clinical improvement together with a return of the white count 
to normal within two to four days.” 


“The use of Madribon was very simple”? and the drug was well 
tolerated. Madribon, though new, is already backed by extensive 
clinical experience. Based on completed case records presently 
on file with the Medical Department of Roche Laboratories, the 
incidence of side effects (such as nausea or dizziness) is only 
1.3 per cent in more than 5000 Madribon-treated patients. 


Usual Dosage (for mild to moderate infections): 

ADULTs: 2 tablets (4 teaspoonfuls) initially followed by 
1 tablet (2 teaspoonfuls) daily thereafter. 

CHILDREN: Initially 

20 pounds 1 teaspoonful (4 tablet) 

40 pounds 2 teaspoonfuls (1 tablet) 1 teaspoonful (4 tablet) 

80 pounds 4 teaspoonfuls (2 tablets) 2 teaspoonfuls (1 tablet) 

Therapy should be continued for 5 to 7 days or until patient is asympto- 

matic for at least 48 hours. 


very 24 hours 
¥% teaspoonful (% tablet) 


Packages: 
Tastets: 0.5 Gm, double scored, monogrammed, gold colored —bottles 
of 30, 250 and 1000. 
Suspension: 0.25 Gm/teasp (5 cc), custard flavored—bottles of 4 oz and 
16 oz. 

—2,4-dimethoxy-6-sulfanilamido-1,3-diazine 


ROCHE LABORATORIES - Division of Hoffmann-La Roche Inc - Nutley - N. J. 


wide 
Spectrum 
well-tolerated 
convenient 


economical 


1. S. Ross, Paper read at the 
Sixth Annual Antibiotic 
Symposium, Washington, D.C, 
Oct. 15-17, 1958. 

2. W. A. Leff, Paper read at 

the New Jersey Chapter of 

the Am. Fed. Clin. Res., 
Newark, Sept. 17, 1958. 


ROCHE — FES. PAT. 
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IVES-CAMERON 
COMPANY 
Philadelphia 1, Pa. 


ANNOUNCING 


a Significant 


medical advance 


in peripheral vascular 


disorders 


OSPASMOL 


e@ Orally effective 
e Clinically proved—widely studied 
e Well tolerated—notably few side-effects 


CYCLOSPASMOL provides a reliable, effective oral treatment for periph- 
eral vascular diseases—vasospastic and occlusive. By its direct action 
on vascular musculature, CYCLOSPASMOL causes vasodilatation. It, 
therefore, promotes optimal tissue response and healing. 


“The criteria of success were not only the clinical course, but also 
objective symptoms, such as claudication time, healing of extensive 
gangrenous lesions, and skin temperature.” 


For control of intermittent claudication in: 
Arteriosclerosis obliterans 
Raynaud’s disease 
Buerger’s disease (thromboangiitis obliterans) 
Also indicated in: 
Uleerations—diabetic, trophic 
Circulatory impairment in feet, legs and hands 


Supplied: Tablets, 100 mg., bottles of 100. 

Comprehensive literature on request. 

REFERENCEs;: 1. Van Wijk, T. W.: Angiology 4:103, 1953. 2. Gillhespy, R. O.: Brit. M. J. 2:1543, 1957. 
8. Gillhespy, R. O.: Angiology 7:27, 1956. 4. Winsor, T.: Angiology 4:134, 1953. 5. Reeder, J. J.: 
Geneesk. gids. $1:370, 1953. 


PR 


IN EMPHYSEMA, chronic bronchitis and other pulmonary disorders, Choledyl relieves broncho- 
spasm, directly stimulates the respiratory center, increases vital capacity. After two weeks on a 
Choledyl regimen, patients usually display a marked reduction in wheezing and coughing...their 
breathing becomes easier. An effective, well-tolerated, highly soluble salt of choline, Choledyl 
provides long-term protection...with practically no gastrointestinal irritation. 


betters breathing...forestalls the crisis Cc | E DY 


Brand of 
oxtriphylline 
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FAST-ACTING ORAL BROAD-SPECTRUM THERAPY. the modern bive and yellow 
ACHROMYCIN V Capsules, combining equal parts of pure crystalline ACHROMYCIN Tetracycline HCI and Citric Acid, provide 
unsurpassed oral broad-spectrum therapy. 


Speed of absorption adds new emphasis to the benefits of true broad-spectrum action, minimum side effects and wide range 
effectiveness that have established ACHROMYCIN as an antibiotic of choice for decisive control of infection. 


REMEMBER THE Y WHEN SPECIFYING ACHROMYCIN V. new biue and yellow 


capsules (sodium-free)—250 mg. with 250 mg. citric acid, and 100 mg., with 100 mg. citric acid. 


ACHROMYCIN V dosage; Recommended basic oral dosage is 6-7 mg. per Ib. body weight per day. In acute, severe infections 
often encountered in infants and children, the dose should be 12 mg. per Ib. body weight per day. Dosage in the average adult 
should be 1 Gm. divided into four 250 mg. doses. 


ACHROMYCIN'V cersvtes 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York t Lederte ) 
*Reg. U. 8. Pat. Off. = 
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Instant Malt-o-Meal is a favorite hot wheat 
cereal with elderly people—especially those who 
have difficulty chewing or digesting their food. 
Its smooth, creamy consistency and distinctive 
double flavor (sun-ripened wheat and toasted 
malt) add new appeal to the diets of the aged. 


JUST WHAT THE DOCTOR ORDERED... FOR GERIATRIC PATIENTS 


Natural sodium content is 3 mg. per 100 grams 
(no sodium added); and fiber content is only 
14%. Malt-o-Meal is enriched with B vitamins 
and iron. Added wheat gluten provides addi- 
tional protein, too. Just right for your geriatric 
patients. 


WHEN RECOMMENDING CEREAL... SUGGEST ““MALT-0-MEAL” 


Malt-o-Meal Company, 1212 Foshay Tower, Minneapolis 2, Minnesota 
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PREVENT 


both cause and fear 


ANGINA 


proven 


ATTACKS 


Miltrate 


NEW DOVETAILED THERAPY COMBINES IN ONE TABLET 


prolonged relief from sustained coronary 
anxiety and tension with vasodilation with 


MILTOWN’ == PETN 


The original meprobamate, pentaerythritol tetranitrate 
discovered and introduced a leading, 
by Wallace Laboratories long-acting nitrate 


“In diagnosis and treatment [of cardiovascular diseases] ...the physician 
must deal with both the emotional and physical components of the problem 
simultaneously.”! 

The addition of Miltown to PETN, as in Miltrate,“...appears to be more effective 
than [PETN] alone in the control of coronary insufficiency and angina pectoris.’’* 


Miltrate is recommended for prevention of angina attacks, not for relief of acute attacks. 


Supplied: Bottles of 50 tablets. 

Each tablet contains: 200 mg. Miltown + 10 mg. pentaerythritol tetranitrate. 
Usual dosage: 1 or 2 tablets q.i.d. before meals and at bedtime. 

Dosage should be individualized. F. 


1. Friedlander, H. S.: The role of atarazxica in cardiology. Am. J. Card. 1:395, March 1958. 
8. Shapiro, S.: Observations on the use of meprobamate in cardiovascular disorders. Angiology 8 :504, Dec. 1957. 


WALLACE LABORATORIES, New Brunswick, N.J- 
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helo reduce 
the pressures 


IN your 
patients 


for total management 
of your hypertensive 
patients rely upon 


Raudixin provides gradual, sustained lowering of. 


blood pressure in hypertensive patients, as well as.” 


a mild bradycardia. Hence, the work’ load of the 
heart is reduced. 


often preferred to reserpine private 
practice because of the additional activity 
of the whole root.” 


Corrin, K. M.: Am. Pract. & Dig. Treatment 8:721 (May) 1957. 


h 


help reduce 
the pressures 


ON your 
patients 


‘@ranquilfaing Raudedn helps rel 
~ ‘hypertensive patient so that he is better able to 
with external pressures without being over- 
elmed by, them. By reducing these anxieties and 
tensions, Raudixin helps break the mental tension 


the anxious 


—hypertensi@n cydle. 


Dosage: Two mg. daily; may be adjusted 
within range or bo to 300 ma: Supply: 50 and 100 mg. tablets. 
Bottles of 100, 1900 ie 


SQUIBB Squibb Quality—the Priceless mm 


1858 1958 


A SQUIBE TRADEMARK 


as 
100 
4 
J 
% 
> 
Bee 
- 


from a subtle chemical change 
...a striking clinical difference 


assures a decisive response 
in almost every 
common bacterial infection 


Parenteral 
Performance 


in Every 
Pulvule 


llosone™ (erythromycin ester, Lilly)—as the propionate 
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A striking clinical difference in antibiotic therapy 


... from a subtle chemical change. Chemically, Ilosone is a propiony] ester which was derived from 
erythromycin. This subtle molecular modification has endowed Ilosone with striking clinical advantages. 


A decisive response is assured in almost every common bacterial infection. Ilosone is decisively 
effective against both gram-positive and many gram-negative organisms (with the notable exception 
of the normal inhabitants of the gut) as well as certain large viruses. (Indications are listed on the 


preceding pages.) 


A new potent ‘‘-mycin’’ antibiotic. The antibacterial potency of blood concentrations which 
Tlosone assures is over three times greater than that obtained with erythromycin coated tablets. Potent 
therapeutic levels are attained much faster (within thirty minutes) and are sustained several hours 
longer. 


Parenteral speed and certainty. Ilosone acts with the speed, certainty, and antibacterial effective- 
ness of erythromycin administered parenterally in therapeutic doses. 


Unsurpassed safety. Ilosone assures unsurpassed freedom from toxicity, allergic reactions, and 
side-effects; and it is well tolerated. 


Easy oral administration. Usual dosage is 250 mg. every six hours, but 500 mg. or more may be 
administered safely every six hours in more severe or deep-seated infections. For optimum effect, 
administer on an empty stomach. Ilosone is supplied in attractive red-and-ivory Pulvules®, 250 mg., 
in bottles of 24 and 100. (For pediatric patients, a 125-mg. Pulvule is available.) 


Your Lilly representative will be glad to provide further information. 


QUALITY / MESEARCH / INTEGRITY 


ELI LILLY AND COMPANY ° INDIANAPOLIS 6, INDIANA, U. S. A. 
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ASSOCIATION 


ROLE OF URETER IN 


PATHOGENESIS OF ASCENDING 


PYELONEPHRITIS 


Herbert S. Talbot, M.D., West Roxbury, Mass. 


YELONEPHRITIS is a collective term 

applied to a number of different types of 

renal infection with varying manifesta- 

tions.’ It cannot be expected, therefore, 
that a single pathogenic process might be invoked 
to account for the evolution of the in 
every instance. Careful study of a group of similar 
cases, however, has suggested a sequence of events 
applicable to that group, from which conclusions 
may be drawn that perhaps have broader implica- 
tions. This has included not only the correlation of 
clinical and pathological findings but also consider- 
ation of the pathological physiology of the urinary 
tract during the development and course of the 
disease. 

For the purpose of this discussion, the term 
“ascending pyelonephritis” will be applied to those 
cases in which renal involvement is accompanied 
or preceded by infection in the lower urinary tract, 


disease 


from which it may reasonably be supposed to have: 


been derived. Bacterial evidence of this relation- 
ship does not in itself indicate the manner in which 
the process has spread. It will be suggested that the 
ureter has an important role in this pathogenesis— 
a dual role—in that the wall of the ureter first pro- 
vides a pathway for the actual ascent of the invad- 
ing organism and, second, as a result of the changes 
which it undergoes during this process, exhibits a 
dysfunction which results in stasis, contributing 
further to the development of infection in the kid- 


It is suggested that the ureter has a dual 
role in the pathogenesis of most cases of 
ascending pyelonephritis. Anatomically the 
ureter provides a direct route of invasion 
from bladder to kidney because the sub- 
epithelial tissues of the bladder, ureter, and 
renal pelvis are continuous with the inter- 
stitial tissue of the kidney. Physiologically 
the diseased ureter increases the suscepti- 
bility of the kidney to infection because 
ureteral dysfunction generally involves both 
obstruction and vesicoureteral reflux. The 
ureter is not an inert tube but an active mus- 
cular structure, and recognition of this fact 
leads to a dynamic, rather than a static, con- 
cept of ascending pyelonephritis. 


ney. This concept, although independently reached, 
is not original,’ but has not previously been empha- 
sized. 

There are four routes by which infection, origi- 
nating in the bladder, might reach the kidney: 
(1) hematogenous, (2) lymphogenous, (3) through 
the lumen of the ureter, and (4) through the ure- 
teral wall. Hematogenous pyelonephritis may occur, 
and be the only apparent secondary focus to de- 


From the Urological Section and the Spinal Cord Injury Service, Veterans Administration Hospital 


Read before the Section on Urology at the 107th Annual Meeting of the American Medical Association, San Francisco, June 24, 1958 
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velop, from a known primary site of infection. 
When this site is remote from the kidney, the blood 
stream is the most likely channel for the transmis- 
sion of pathogenic organisms; gram-positive cocci are 
the usual invaders in such cases. With the original 


Fig. 1.—Vesicoureteral reflux with compensated ureteral 
function. With bladder full, there is reflux into left ureter; as 
bladder empties, ureter empties as well. 


infection in the bladder, a question arises as to 
whether this roundabout course is more probable 
than direct invasion through or along the urinary 
tract itself. The most frequent pathogens are gram- 
negative bacilli, and they are rarely cultivated from 
the peripheral blood. Material for histological exam- 
ination is seldom obtained at the early stage of dis- 
ease when the route of invasion might be suggested 
by such evidence as perivascular infiltration, in the 
case of hematogenous infection. Biopsy findings, 
however, suggest that in the acute stage the pri- 
mary reaction is tubular.’ The dissemination and 
evolution of the intrarenal lesions is such as to 
obscure early changes and make it difficult if not 
impossible to differentiate one type of pathogenesis 
from the other. The fact that healed experimental 
pyelonephritis of hematogenous origin histologically 
resembles certain specimens obtained from human 
cases does not, therefore, imply that the human 
cases were also hematogenous. 

Oberling* has pointed out that the lesions of 
pyelonephritis are basically interstitial, whether as- 
cending or hematogenous in origin, and that they 
are to be distinguished mainly by their distribution. 
In the ascending form, the infiltration develops in 


Fig. 2.—Vesicoureteral reflux with ureteral decompensa- 
tion. Ureter is unable to empty with bladder. 


tracts running over considerable areas from the 
pelvis toward the capsule. They may be diffuse 
and uniform, but, more often, the lesions leave 
between them areas of undamaged parenchyma. In 


the hematogenous form, on the other hand, the 
inflammatory foci are more prone to form a sub- 
capsular band with perpendicular tracts developing 
especially around the interlobular vessels, in accord- 
ance with the concept of a perivascular stroma par- 
ticularly prompt to react to any irritative influence. 
This may occur as well with ascending involvement 
when it has gone on long enough to involve the 
same areas, thus obliterating any differences be- 
tween the ascending and hematogenous types. 


Ureteral Obstruction 


Mallory, Crane, and Edwards ° showed that the 
production of experimental hematogenous pyelone- 
phritis in previously healthy kidneys depends on 
the presence of partial ureteral obstruction. The 


Fig. 3 (case 1).—Reflux into right ureter. Inset shows spot 
film demonstrating transitory reflux up left ureter. 


clinical association of intermittent or chronic pvye- 
lonephritis with obstructive lesions of the urinary 
tract, and particularly of the ureter, has often been 
noted.” However the organisms reach the kidney, 
therefore, their capacity to do damage is consider- 
ably enhanced by, if it does not depend on, some 
degree of stasis of the urinary column. Certain bac- 
teria, particularly staphylococci, injected intrave- 
nously may infect normal kidneys. De Navasquez ’ 
accomplished this with a coagulase-positive Staphy- 
lococcus pyogenes var. aureus and attributed the 
establishment of infection to coagulase production, 
which initially causes agglutination in the unusually 
long renal capillaries devoid of phagocytes; the sub- 
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sequent diffusion of coagulase into the surrounding 
parenchyma leads to coagulation necrosis, followed 
by suppuration. These factors do not operate in the 
case of the gram-negative bacillary organisms nor- 
mally associated with urinary tract infections. 
Asher and Sokol * demonstrated that blood-borne 
foreign particles have but a slight tendency to local- 
ize in the kidney, which, when normal, does not 
excrete living bacteria circulating in the blood. 
They observed, however, that acute experimental 
hvdronephrosis increased the tendency for blood- 
borne particulate matter to localize, apparently as 
a result of stasis. Lucas ° suggested that an increase 
in intrapelvic pressure has the effect of slowing 
down the circulation of blood through the kidney, 
producing some renal damage and favoring the 
trapping of organisms in narrow capillaries. In a 
later series of experiments, De Navasquez ‘’ in- 
jected coliform bacteria intravenously into rabbits 
which had recovered from the pyelonephritis pre- 
viously induced by coagulase-positive Staph. pyo- 
genes var. aureus, but with kidneys scarred as a 
result thereof. All developed a fatal pyelonephritis, 


Fig. 4 (case 1).—A, low-grade chronic ureteritis; B, simi- 
lar changes in kidney. 


while normal control animals developed no kidney 
lesions. He attributed this to the obstruction of 
tubular drainage by the scars, with resulting “intra- 
renal hydronephrosis,” and increased local tissue 
pressure. 
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Beeson, Rocha, and Guse" found that small 


lesions in the renal medulla, produced by an elec- 
tric cautery, render an entire segment of kidney 
tributary to the tubules passing through that por- 
tion of the medulla susceptible to coliform infection. 


Fig. 5 (case 2).—Right reflux with hydronephrosis. 


This result was obtained whether the infecting bac- 
teria were introduced via the blood stream or the 
urinary bladder. They agreed with the explanation 
offered by De Navasquez insofar as it postulated 
obstruction of tubular drainage, but could not ac- 
cept his further suggestion that another element is 
local slowing of the circulation, since this did not 
appear to be the case in the pathogenesis of pye- 
lonephritis in animals with ureteral ligation. If 
Lucas’ contention that an increased intrarenal pres- 
sure produces slowing of the blood flow through 
the kidney is correct, however, such a factor might 
be significant. Whatever the precise mechanisms, it 
is apparent that trauma will favor the probability of 
invasion by any route. Braude, Shapiro, and Sie- 
mienski'* accomplished this by massage of the 
exposed kidney in rabbits subjected to the intra- 
venous inoculation of gram-negative bacilli. It has 
also been suggested that not only acquired patho- 
logical changes but congenital dysplasias as well 
may predispose the kidney toward infection. 
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When there is a bacteremia during the course of 
a lower urinary tract infection, hematogenous in- 
fection may occur provided that at least one of two 
prerequisites has been met, a previously damaged 
kidney or obstruction of the ureter. In their absence, 
and lacking the further confirmation of a positive 
blood culture of gram-negative bacilli, such a patho- 
genesis is unlikely. 

Lymphogenous ascent of infection from the blad- 
der to the kidney has been suggested, and the pos- 
sibility is supported by the frequent involvement of 
periureteral lymphatic channels. But Winsbury- 
White's demonstration ‘* of the spread of india ink 
into these lymphatics from the bladder is not con- 
clusive evidence that living organisms propagate 


along the same route. The major lymphatic drain- 
age of the urinary bladder is into the pelvic and 
iliac chains. The periureteral lymphatics drain the 
ureter and renal pelvis, and a lymphangitis in this 
area may, therefore, be presumed to be secondary 
rather than to represent a primary invasion path- 
way. 

Ascent of infection through the column of fluid 
within the ureteral lumen is at least theoretically 
possible and has been ingeniously demonstrated in 
an artificial urinary tract. In the experiments of 
Weyrauch and Bassett,'* motile organisms ascended 
only in a stagnant column, however, or against a 
flow of less than 25 cc. per hour. Once again, there- 
fore, an element of obstruction must be postulated. 
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Fig. 6 (case 2).—A, midureter section showing ureteritis; B, similar findings in calyces of kidney; and C, cortex of kidney. 


J.A.M.A., Nov. 22, 1958 


In the presence of such obstruction, it is difficult 
to conceive of pathogenic bacteria moving and 
multiplying within the lumen without attacking the 
wall of the ureter. But this is even more susceptible 
to invasion, by direct contiguity, from an infected 
bladder. The lamina propria or subepithelial layer 
is a continuous structure from the bladder to the 
renal pelvis where it merges with the interstitial 
tissue of the kidney. Rényi-Vamos '* found this to 
be a pathway for the spread of infection in both 
human and experimental ascending pyelonephritis, 
an observation confirmed by others, usually with a 
reference to associated ureteral obstruction. Allen '* 
refers to the ureter as being “obviously continuously 
infected from the site of obstruction upward to 


the kidney.” The significance of such a pathway 
becomes apparent when its effect on ureteral func- 
tion is appreciated. 


Role of Ureter in Pyelonephritis 


Investigations into the normal and _ pathological 
physiology of the ureter, demonstrating its im- 
portance in the dynamics of urinary flow, lead to the 
concept that its disease and consequent dysfunction 
may contribute to the development of pathological 
changes in the kidney.’ The significance of this in 
ascending infection was suggested by the study of 
pyelonephritis associated with vesicoureteral reflux 
in patients with spinal cord injury. In the review of 
a series of such cases, it was noted that dilatation 
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of the ureter began at its lower end and advanced 
upward. In fact, such evidence of progressive dis- 
ease is of greater prognostic importance than the 
demonstration of reflux itself, which is often capri- 
cious in its appearance and disappearance. It has 
been axiomatic to interpret ureteral dilatation as 
a consequence of obstruction distal to the dilated 
segment, but this raised two interesting considera- 
tions. First, mechanical obstruction was not demon- 
strated in any of the cases from which this study 
developed. It was evident that the obstructive fac- 
tor, if any, must be functional rather than structural. 
Second, it was difficult to understand why an organ 
like the ureter, limited in length and draining a 
hydraulic system closed at its proximal end, should 
react to obstruction by dilatation involving only a 
short segment. Dilatation of the whole system 
proximal to the obstructive lesion would have 
seemed likelier; this is observed when a stone be- 
comes impacted in a previously healthy ureter, as 
well as in other types of mechanical obstruction, 
when there is no infection. 

It thus becomes necessary to consider other pos- 
sible causes for dilatation. The most obvious would 
be an alteration in the wall of the ureter, of such 
character as to interfere with normal contraction 
of its muscle. It would also have to be of such a 
nature as to account for the fact that in some in- 
stances the lower ureteral dilatation spread upward, 
finally to involve the pelvis of the kidney; in others, 
it remained unchanged for long intervals, and in 
still others regressed. Inflammatory disease would 
meet all these conditions, waxing or waning or re- 
maining unchanged, and, in some instances, finally 
reaching an irreversible state of fibrosis. But this is 
precisely the type of lesion to which the ureter, 
beginning with its lower segment, is most vulner- 
able by direct contiguity to an infected bladder. 
As already noted, a continuous pathway of areolar 
tissue is available throughout its length, in which 
invading organisms may advance from the bladder 
to the interstitial tissues of the kidney. This inflam- 
matory involvement of the wall of the ureter, and 
ultimately of the renal pelvis and calyces, inter- 
feres with normal peristaltic activity and results in 
stasis. When this has occurred, infection may spread 
through the lumen as well as the wall. 

The concept of the ureter as a relatively inactive 
conduit through which fluid flows mainly by gravity 
must be discarded. It is, on the contrary, an organ 
of great dynamic capacity, with two functions. The 
first is the propulsion of urine from the kidney to 
the bladder. The second is generally stated to be 
the prevention of retrograde flow from the bladder 
back to the kidney. More is involved in this, how- 
ever, than the prevention of reflux. Simple regurgi- 
tation from the bladder into the ureter would be 
harmless enough were there no stasis or infection. 
There has been considerable discussion as _ to 


ASCENDING PYELONEPHRITIS—TALBOT 1599 


whether reflux ever ocurs in the absence of path- 
ological changes. If it does, it is probably transitory 
and of no great physiological significance. But 
reflux does become important when it is an evidence 
of ureteral dysfunction leading to ureteral and 
pelvic stasis and when, as was always the case in 
this study, it occurs in the presence of infection 
of the lower urinary tract. This infection, advancing 
from the bladder into the wall of the ureter, results, 
first, in dysfunction of the lower segment. 

Without entering into a discussion of ureteral 
physiology, it is sufficient to state that there is 
evidence that the activity of the lower segment 


Fig. 7 (case 3).—Hydronephrosis from functional obstruc- 
tion. 


constitutes, in fact, a dynamic ureterovesical valve. 
Anatomically, its wall is the thickest of any portion 
of the ureter, and its outer muscular laver merges 
indistinguishably with the musculature of the blad- 
der. The lower third of the ureter, moreover, is 
supplied with parasympathetic ganglions identical 
to those in the adjacent portions of the bladder 
wall; the latter were found diminished in number 
in a case of congenital megaloureter. Thus, there is 
strong anatomic presumption of an intimate func- 
tional relationship between the bladder and the 
lower ureteral segment. 
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Gould, Hsieh, and Tinckler ** have suggested that 
the lower end of the ureter has a task somewhat 
different from that of the upper and that the inte- 
gration of tonic and peristaltic activity is such as 
normally to protect the nephron from the high basic 
pressures which arise in the lower segment when it 
is operating to handle large quantities of urine or 
against elevated intravesical pressures. 

Fluoroscopic studies, including recent cinefluoro- 
graphic investigations, have demonstrated that the 
lower ureter does, in fact, contract during or im- 
mediately after an emptying contraction of the 
bladder. Again, fluoroscopically, it has been possible 
to demonstrate that in some patients with vesico- 
ureteral reflux the mechanism remains sufficiently 
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Thus, by means of serial x-ray studies carried on 
over a period of months or years, in patients known 
at the beginning to have infections in the lower 
urinary tract, and particularly by utilizing those 
x-ray techniques which make dynamic studies of 
function possible, changes in the structure and 
activity of the ureter can be followed and are a 
strong determinant in favor of the development of 
pyelonephritis. The same changes can also be in- 
terpreted as evidence of infection of the ureteral 
wall itself. In the continued absence of mechanical 
obstruction, only an inflammatory process could 
account for the fact that these abnormalities some- 
times advance, sometimes regress, and sometimes 
remain unchanged for considerable intervals. 


Fig. 8 (case 3).—A, acute uretitis in lower ureter; B, chronic ureteritis in upper ureter; and C, chronic pyelonephritis in kid- 


ney. 


well compensated to operate in approximately 
normal fashion, and in such instances the kidney 
may remain undamaged for months or even years 
(fig. 1). When the process becomes so severe, 
however, as to be incompatible with normal func- 
tion, and especially when it advances upward in 
the ureter and to the renal pelvis, such compensa- 
tion is impossible and hydronephrosis develops 
(fig. 2). Even before anatomic hydronephrosis can 
be demonstrated, however, pressure changes, dam- 
aging to renal function and conducive to infection, 
may already be present. Reverse peristalsis, long 
since observed in the presence of mechanical ob- 
struction, has more recently been seen to occur 
also in this functional type. 


Autopsy Findings 

In a review of the protocols of a series of autop- 
sies done during a period prior to the institution of 
this study, 11 cases of ascending pyelonephritis 
were found. In none of these were there urinary 
calculi or any other form of mechanical ureteral 
obstruction. In all 11, the ureter was described as 
grossly abnormal, usually dilated or thickened, or 
both. Microscopic studies of the ureter were made 
in seven cases, in all of which inflammatory changes 
were seen, confirming the probability that the ure- 
teral wall had served as a pathway of invasion. The 
next step was to demonstrate this in patients in 
whom the x-ray findings noted above had been 
observed. 
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Case 1 was that of a quadriplegic patient with 
mild chronic pyelonephritis who died of unrelated 
causes. The ureters had shown slight transitory dila- 
tation in the lower thirds and reflux had been seen 
occasionally, although not on every examination. At 
the time of death there was no clinically active 
urinary tract infection. Sections of the ureteral wall 
showed slight infiltration with lymphocytes and 
plasma cells, with fibrosis and edema the 
subepithelial layer. Essentially the same findings 
were noted in the kidney pelvis. The fact that even 
a quiescent process of low grade could be demon- 
strated as coexisting in the ureter and the kidney 
seemed a_ suggestive clue to the pathogenesis 


(fig. 3 and 4). 
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pyelonephritis. Acute cystitis was present, and it was 
postulated, therefore, that the lower ureter should 
show a fairly severe acute reaction, the upper a 
chronic and less intense process. This is exactly 
what was found. Such changes, of course, might 
well be sufficient to impair peristaltic function, 
temporarily at least, and to alter significantly the 
tone of the ureteral wall, leading first to moderate 
dilatation and later, if the process became irreversi- 
ble, to functional obstruction and further dilatation, 
such as marked the end stage in this patient 
(fig. 7 and 8). 

Case 4 was that of a man with carcinoma of the 
prostate and disseminated metastases. The path- 
ological changes were easily traced from the blad- 


Fig. 9 (case 4).—Pathological changes in carcinoma of prostate: A, bladder; B, ureter; C, kidney. 


In case 2, the involvement of one kidney was so 
severe as to require nephrectomy. The patient was 
a paraplegic who exhibited unilateral vesicoureteral 
reflux with apparently complete ureteral decompen- 
sation. Sections of the ureter, taken where it was 
divided at about its midpoint, showed a process 
strikingly similar to that involving the kidney 
(fig. 5 and 6). 

Urinary tract infection in patients with spinal 
cord injury has no special characteristics; similar 
findings have been encountered when the primary 
disorder in the bladder was other than neurogenic. 
This is shown in case 3, a man of about 60 who died 
of uremia resulting from long-standing neglected 
prostatic obstruction. The kidneys showed chronic 


der through several sections of the ureter to the 
kidney (fig. 9). 

Since the ureteritis may be mild, or, if severe, may 
have healed, it is often difficult to establish its 
presence in specimens obtained at autopsy months 
or years after the event. This is particularly the 
case when the function has remained compensated 
so that there is neither dilatation nor hypertrophy. 
In such an instance, however, the telltale evidence 
of fibrosis, demonstrated by differential staining, 
will suggest past events. Case 5 was that of a man 
of 62 who died of a massive cerebral hemorrhage. 
Although cystitis had long been present, the kidney 
escaped significant damage. The ureter, grossly 
normal, showed considerable fibrosis in its lower 
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segment and less in its upper, suggesting that it 
had contained the infection and maintained ade- 
quate function (fig. 10). 


Prophylaxis and Therapy 


This concept of the pathogenesis of ascending 
pyelonephritis, entailing the appreciation of a dual 
hazard to the kidney, suggests a dual approach in 
prophylaxis and therapy. The immediate problem 
is the elimination of infection, and the bladder, be- 
ing the primary site, may be considered first. When 
there is obstruction it must be corrected. Pending 
this, drainage must be maintained. Whatever hesi- 
tancy there may be about undertaking the use of an 
indwelling catheter in an uninfected bladder, there 
can be no gainsaying its importance when infection 


Fig. 10 (case 5).—A, lower ureter showing fibrosis; B, up- 
per ureter, fibrosis of lesser extent. 


is already present, as it may be even in patients 
who have not previously been subjected to instru- 
mentation or catheterization. This applies particu- 
larly to those who carry residual urine. The danger 
of ureteral involvement is not eliminated by bladder 
drainage, but its likelihood is much diminished, 
especially if the drainage is part of a program 
aimed at restoring the bladder to normal function. 
When the obstruction is mechanical, surgical inter- 
vention leading to the elimination of residual urine 
will usually give a satisfactory result. 

Antibiotics or chemotherapeutic agents can be 
useful adjuvants during the cotrse of treatment, 
but it is notorious that these alone have been dis- 
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appointing in the chronic and recurring infections 
usually associated with obstructive uropathy. When 
the bladder’s inability to empty is due to neurogenic 
dysfunction, the problem is more complex. Treat- 
ment usually involves continuous catheter drainage, 
sufficiently prolonged to cause almost certain uri- 
nary infection. This is a calculated risk, which must 
be faced. In spite of recent alarms to the contrary, 
it is a fact that continuous catheterization can be 
done for long periods of time without apparent 
damage to the kidneys. Even those who have em- 
phasized the danger of the indwelling catheter 
recognize that it is sometimes inevitable. Rigid 
adherence to meticulous techniques and the re- 
training of the bladder on physiological principles 
which will shorten the period of artificial drainage 
further diminish the hazards and make the risk 
acceptable. If a satisfactory pattern of bladder 
function can be established and the involvement of 
the ureter avoided, the major danger to the kidney 
will have been forestalled. 

When pyelonephritis is already present, appro- 
priate constitutional measures and use of antibiotics 
and chemotherapeutic agents are again indicated 
for the treatment of the infection, but here the 
dysfunction of the ureter may call for additional 
measures to insure adequate drainage of the renal 
pelvis and protect the parenchyma from the 
deleterious effects of stasis. Again it must be recalled 
that the absence of any demonstrable mechanical 
obstruction means little or nothing. This emerged 
from empirical knowledge spread over a number 
of years before the concepts described in this paper 
had been developed. More frequently in those years 
than is now happily the case, paraplegic patients 
with neurogenic vesical dysfunction and urinary 
infection were prone to develop exacerbations of 
what was considered to be acute or subacute 
pyelonephritis, characterized by chills, fever, and 
leukocytosis. The problem of diagnosis was com- 
plicated by the fact that they did not exhibit the 
customary physical signs and that their urine was 
infected even when they were well. 

The technique of quantitative cultures, since 
advocated by Kass and Finland * and by Beeson,’ 
had not been used. X-ray evidence of ureteral dys- 
function was often seen, but, on the other hand, it 
was sometimes found in those who never had these 
exacerbations. The therapeutic test ultimately clari- 
fied the diagnosis. Some patients improved on the 
administration of large quantities of intravenously 
administered fluids with various sulfonamide drugs. 
It became the policy to treat those who did not show 
improvement after 48 hours by lavage of the kidney 
pelves, followed by ureteral catheter drainage for 
24 to 72 hours. This procedure was almost in- 
variably dramatically successful. Mechanical ob- 
structions were not found, accumulations of more 
than 15 cc. within the pelvis were rare, and grossly 
purulent urine was seldom encountered. The infer- 
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ence was that the rapid improvement could be 
attributed to relieving the kidney of the impediment 
of stasis. 


Comment 


When investigations into the pathogenesis of 
pyelonephritis were first begun, it seemed of pri- 
mary importance to determine the route by which 
bacteria reached the kidney. But as studies multi- 
plied and careful observers correlated and_ in- 
terpreted their own and others’ work, an interesting 
new theme appeared and assumed _ increasingly 
greater importance. This was a consideration of the 
situation which might obtain within the kidney and 
its drainage apparatus to render it more susceptible 
to infection by whatever route. Previous parenchy- 
mal damage and ureteral obstruction, or a combina- 
tion of both, are the principal determinants. The 
only other two worthy of mention, apart from the 
usual general reference to host resistance, are the 
specificity of certain strains of bacteria and the 
characteristics of the urine which make it a more 
favorable culture medium. It might be a matter of 
no great consequence whether bacteria invading 
the kidney from the bladder reach it through the 
blood stream, the lymphatics, or the ureteral lumen 
or its wall, except that when the last is the case 
there develops secondarily the important element 
of obstruction. This derives entirely from local 
changes, and although it may be attended by al- 
tered patterns of neural activity, it is independent 
of any associated neurological lesion. The signifi- 
cance of these observations, therefore, is not limited 
to the treatment of patients with spinal cord injury 
or disease. 

Pathogenesis is often considered in terms of a 
series of morbid anatomic changes, but these rarely 
develop without associated functional alterations. 
The development of a disease entity depends no 
less on pathological physiology than on pathological 
anatomy. Recognition of this calls for a dynamic 
rather than a static view of the development of 
ascending pyelonephritis, a view which is con- 
sistent with its ultimate evolution, when the patient 
faces the hazards of both infection and failing renal 
function. By the same token, the need for a dynamic 
approach to prophylaxis and treatment becomes 
apparent. The progression of pathological changes 
can often be inferred, and the actual effect of these 
changes on function followed, by x-ray studies. In 
favorable cases, measures to relieve obstruction 
may be instituted. With a normal flow of urine from 
its pelvis, the kidney is in a favorable position to 
resist infection, and in particular those infections 
that arise in the lower tract. 


Summary 


Pyelonephritis may be hematogenous in origin, 
but when it follows infection in the bladder, ascent 
through the ureter is more probable. The subepi- 
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thelial tissues of the bladder, ureter, and kidney 
pelvis provide a direct route of invasion which is 
continuous with the interstitial tissue of the kidney. 
The susceptibility of the kidney to infection is 
markedly enhanced by obstruction. Functional ob- 
struction of the ureter may develop when its wall 
is involved in inflammatory changes. It is no less a 
factor than mechanical obstruction would be. The 
functional changes can be followed, and the under- 
lving process inferred, through serial x-ray studies. 
The maintenance or reestablishment of adequate 
drainage of the renal pelvis is a most important 
factor in the prophylaxis and treatment of ascending 
pyelonephritis. 
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DIAGNOSIS AND MANAGEMENT OF THE 
RARE CAUSES OF GASTROINTESTINAL HEMORRHAGE 


James V. Maloney Jr., M.D., Los Angeles 


The patient with gastrointestinal hemorrhage 
represents a problem which is a major challenge to 
the best diagnostic and therapeutic efforts of the 
internist and surgeon. Of individuals presenting 
with upper gastrointestinal bleeding, 80% have 
peptic ulceration of the stomach or duodenum; 5% 
have intrinsic gastric lesions, such as carcinoma or 
polyp; and 5% have portal hypertension with bleed- 
ing due to varices. Thus, the common causes of 
upper gastrointestinal bleeding account for 90% of 
cases. The remaining 10% are due to rare lesions 
and are the special subject of this discussion. 


Preliminary Examination 


The localization of the exact site of bleeding is 
far more important when dealing with the rare 
causes of gastrointestinal bleeding than it is when 
the patient gives a typical history of peptic ulcera- 
tion. Such is the case because chronic peptic ulcera- 
tion causes gross scarring and contracture which 
enables the surgeon to identify quickly the path- 
ology when the abdomen is opened. On the other 
hand, mucosal polyps, congenital telangiectasis, 
and benign tumors may produce lesions anywhere 
along 24 ft. of alimentary canal and may complete- 
ly escape detection by visual inspection and _pal- 
pation. Surprisingly enough, disagreement still 
exists as to how extensive a history and physical 
examination should be done on a patient who is 
admitted to the hospital with active hemorrhage. 
Two recently published textbooks recommend that 
the patient be wrapped in warm blankets and 
heavily sedated with morphine so that the disturb- 
ing elements of history and physical examination 
will not prevent the spontaneous cessation of hem- 
orrhage. With this attitude I cannot agree. Statisti- 
cally, such a patient has between a 3 and 20% chance 
of becoming exsanguinated. There are few surgical 
emergencies in which there is a more urgent need 
for a complete history and meticulous physical 
examination, both performed as soon as possible. 
The treatment of shock, if it is present, is the only 
consideration taking precedence over this prelim- 
inary examination. 

The history not only must include that of the 
gastrointestinal system but should be extended to 
include a detailed history, system review, and 
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About 10% of all cases of gastrointestinal 
bleeding involve rare lesions, the treatment 
of which depends on the exact location of 
the source of blood. Treatment of existing 
shock is the only thing that should receive 
precedence over the taking of a complete 
history and physical examination. The es- 
sence of the treatment of active bleeding is 
rapid transfusion of enough whole blood to 
restore normal circulation. The fear that this 
may make the bleeding worse is unfounded, 
and the amount of blood needed to restore 
normal vital signs affords a measure of the 
rate of blood loss. Nonmanipulative roentgen 
examination of the gastrointestinal tract 
need not be deferred for fear of recurrent 
hemorrhage. If there has been no hema- 
temesis it may be assumed that the bleeding 
point is below the duodenojejunal junction, 
and in that case sigmoidoscopic examina- 
tion and barium enema are essential. Lapro- 
tomy with complete examination of the 
abdomen has failed to reveal the site of 
bleeding in from 17 to 45% of cases; 
among the special techniques available in 
such cases are wide gastrotomy, transil- 
lumination, and operative endoscopy. It is 
possible to examine the ascending, trans- 
verse, and descending colon through a single 
enterotomy in the middle of the transverse 
colon. If surgery is undertaken, special atten- 
tion must be given to the anesthesia to pre- 
vent aspiration of gastric contents. 


social and family history. A history of nosebleeds 
or the use of medicaments known to be associated 
with bone marrow depression may be the clues 
necessary to establish a blood dyscrasia as the cause 
of the hemorrhage. As the clinical experience and 
confidence of a physician increases, he is likely to 
forget the dictum taught to medical students: 
“Seventy per cent of useful diagnostic information 
comes from the history, 20% from the physical 
examination, and only 10% from special laboratory 
tests.” 

Similarly, the minute details of the physical exam- 
ination are important. A small supraclavicular node 
or rectal shelf may identify the source of bleeding 
as gastric carcinoma. A cutaneous spider somewhere 
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on the body may be the only hint of liver disease 
with bleeding due to esophageal varices. In my 
series of cases, an 8-year-old boy passed large 
quantities of blood per rectum and was admitted to 
the hospital in profound shock. During the course of 
the physical examination, several purpuric spots 
were noted in the gluteal region, an area of the 
body frequently neglected in the examination of a 
patient sitting or lying in bed. In this case, barium 
enema, gastrointestinal series, endoscopy, and other 
diagnostic tests would have been as fruitless as an 
operative inspection and palpation of the patient's 
gastrointestinal tract. Observation of the purpuric 
spots led to a diagnosis by blood smear of idio- 
pathic thrombocytopenic purpura, and the patient 
was cured by an emergency splenectomy. 

When all gastrointestinal bleeders are considered 
as a group, the minutiae of a detailed history and 
physical examination may be rewarding in only a 
relatively small percentage of cases. However, in 
that 10% of patients having one of the rare causes 
of gastrointestinal bleeding, a significant portion of 
them will be spared the delay and inconvenience 
of extensive diagnostic tests. 


Immediate Treatment 


In the treatment of the actively bleeding patient, 
the most important determinant of the patient's 
future therapy is the rate of bleeding. In my experi- 
ence the patient's estimate of the amount of blood 
vomited or passed per rectum is unreliable. More- 
over, the volume of blood vomited or passed per 
rectum may be a poor reflection of the total volume 
lost from the circulation but retained within the 
intestinal lumen. A somewhat more objective eval- 
uation of blood loss can be obtained by a considera- 
tion of the known association of clinical signs with 
percentage reduction in blood volume. The loss of 
20% of the circulating blood volume may be ex- 
pected to produce tachycardia, narrowed pulse 
pressure, mild hypotension, and the peripheral signs 
of hypovolemic shock, provided this loss occurs in 
too brief a time (one to three hours ) to be compen- 
sated for by hemodilution. (Blood volume=about 
7.5% of body weight. Therefore, a 70-kg. [154-lb.] 
patient showing these clinical signs will have bled 
20% X7.5% X70 kg.=1.05 kg., or 1,050 ml.). Larger 
acute blood losses will produce a greater tachy- 
cardia and a more profund fall in arterial blood 
pressure. 

The essence of the treatment of the actively 
bleeding patient consists in the rapid (preferably 
within one hour) transfusion of a sufficient quan- 
tity of whole blood to restore the clinical circulatory 
signs to normal. In general, pulse and blood pres- 
sure will return to normal at a point when blood 
volume is approximately 10% below normal. For 
this reason, a man weighing 70 kg. is given approxi- 
mately 500 ml. (10% kg.=525 ml.) 
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more blood than is necessary to restore the vital 
signs to normal. Provided this restoration of blood 
volume is accomplished within one hour, the physi- 
cian is in an excellent position to estimate the rate 
of bleeding in milliliters per hour during the next 
two or three hours. The rate of blood loss into the 
gastrointestinal tract will be equal to that amount 
of blood necessary to maintain normal vital signs 
during the subsequent hours 

Repeated determinations of hemoglobin level and 
hematocrit value are of little practical value in the 
presence of massive bleeding, since the process of 
hemodilution requires many hours and depends on 
the state of body hydration and other factors. These 
tests are more helpful in the patient with slow 
bleeding (less than 100 ml. per hour). Hematocrit 
determinations are of distinct help in the evaluation 
of patients with chronic bleeding, since the clinical 
problem here is the treatment of anemia rather 
than hypovolemia. The measurement of blood vol- 
ume by the Evans blue dve technique is a simple 
procedure, but there are serious objections to its 
accuracy in the presence of shock, vasoconstriction, 
and a changing blood volume. The most cogent 
objection to the use of the dye technique is the 
fact that the so-called normal values for an indi- 
vidual of a given weight or surface area are based 
on an average figure obtained from a large popula- 
tion. Even when provided with a measurement of 
the blood volume in a bleeding patient, the physi- 
cian has no way of knowing the normal volume for 
that individual. For these reasons, the readily as- 
sessed clinical circulatory signs are the best guide 
to blood replacement. 

The fear that rapid transfusion may reinitiate 
bleeding which has stopped is unfounded. The slow 
restoration of blood volume over a period of four 
or five hours in a massively bleeding patient is un- 
desirable, since the continuing loss of blood into the 
gastrointestinal tract and the varving clinical signs 
make it impossible to estimate the rate at which the 
patient is bleeding. Moreover, prolonged hypo- 
volemia has adverse physiological effects. If the rate 
of blood administration necessary to maintain nor- 
mal vital signs is 500 ml. per hour, the physician is 
dealing with massive hemorrhage. It can be esti- 
mated that the patient will have required 3,500 ml. 
of blood over the ensuing seven hours. Such a 
volume and rate of bleeding would certainly be an 
indication for surgery, even if the site of bleeding 
were not localized. This estimation, therefore, sets 
the time limits within which the definitive diag- 
nostic tests must be completed. 

Special Tests 

In addition to the routine urine and blood tests 
associated with the history and physical examina- 
tion, a blood smear and bleeding and coagulation 
studies are done. There are, in addition, a number 
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of special tests which are of assistance in differen- 
tiating the common from the rare causes of intesti- 
nal hemorrhage. 

For many years, barium examination of the upper 
gastrointestinal tract was deferred for three weeks 
after active bleeding for fear of recurrent hemor- 
rhage. There are now several large series of cases 
which demonstrate that the activity of bleeding is 
in no way affected by the barium meal, provided 
that manipulation of the abdomen is minimal and 
judicious. In those patients with hematemesis and 
not suspected of having esophageal varices, a large 
Ewald tube (no. 30 F) is passed to remove clotted 
and liquid blood from the stomach in preparation 
for the barium meal. The usual nasogastric tube 
cannot be expected to prevent accumulation of 
blood in the stomach unless preliminary removal 
of clotted blood and food residue is accomplished 
with a large tube. The use of a Sengstaken tube in 
the diagnosis and treatment of esophageal bleeding 
is beyond the scope of this discussion. 

The sulfobromophthalein test of liver function 
has been of particular value in eliminating esopha- 
geal varices from the differential diagnosis.’ On 
the other hand, demonstration of a severe degree of 
liver impairment by this test does not indicate that 
the patient is necessarily bleeding from varices. 
The increased incidence of peptic ulcer in cirrhotic 
patients is well recognized, and bleeding from alco- 
holic gastritis and hiatus hernia is not uncommon in 
association with cirrhosis. Esophagoscopy is con- 
siderably more accurate in the demonstration of 
varices than is the barium swallow done in associa- 
tion with the upper gastrointestinal series. In my 
experience gastroscopy has been of little value in 
the massive bleeder, although it is frequently help- 
ful in patients bleeding slowly from rare lesions 
such as gastric polyp, esophagogastric ulcer, or 
multiple gastric erosions. In patients who have not 
had hematemesis to indicate that the bleeding is 
from above the muscle of Treitz, sigmoidoscopic 
examination and barium enema are essential. 

A long gastrointestinal intubation tube may be 
helpful in localizing the site of a bleeding benign 
tumor, provided that acute massive hemorrhage is 
not a problem. As the tube passes down the in- 
testinal tract under fluoroscopic guidance, repeated 
samples of intestinal contents are made and exam- 
ined chemically for the presence of blood. 


Operative Management 


The operative management of the gastrointestinal 
bleeder is relatively easy provided that the diag- 
nostic studies have revealed the source of bleeding, 
or, at the very least, the general area of the intesti- 
nal tract in which it is located. It is a general 
principle that the surgeon should not operate 
unless the site of bleeding has been identified. An 
exception to this occurs when it is impossible to 
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locate the site and continuing hemorrhage threatens 
the patient with death by exsanguination. Unfortu- 
nately, this exception is a frequent one. 

In a significant portion of patients operated on 
without a diagnosis, the source of bleeding will 
immediately be apparent on entering the abdomen. 
Evidence of peptic ulceration, previously undem- 
onstrated by x-ray, is often apparent in the duo- 
denal region. Excessive venous collateral circula- 
tion, gross liver disease, and the elevation of portal 
venous pressure as measured by a saline manometer 
may suggest bleeding from esophageal or gastric 
varices. Even with the whole intestinal tract avail- 
able for palpation and inspection at the time of 
operation, the surgeon has a very poor record in 
finding the source of previously unidentified bleed- 
ing. Gilchrist and Chun?’ failed to find the site in 
45% of their patients, Stewart and associates * in 
17%, and Cooper and Ferguson‘ in 33%. When 
complete examination of the abdomen fails to reveal 
the source of hemorrhage, there are several maneu- 
vers which are of particular value. 

Wide Gastrotomy.—With Spencer’ recently 
reviewed my experience with the use of gastrotomy. 
In 11 patients in whom the procedure was carried 
out, the site of bleeding was demonstrated in 10. 
Although gastrotomy has been criticized," it is my 
firm conviction that failure to find it useful is due 
to technical aspects of the manner in which it is 
performed.” A generous 7-in. incision is made on 
the anterior surface of the stomach in such a man- 
ner that no blood from the cut surface of the 
gastric wall contaminates the lumen of the organ. 
Deaver retractors and the operator's hands are 
placed within the lumen of the stomach and an inch- 
by-inch inspection made of the mucosal surface. 
Particular care is taken to visualize the junction of 
the esophageal and gastric mucosa, a common site 
of ulceration associated with reflux of gastric con- 
tents. Gastrotomy is supplemented with duo- 
denotomy when indicated. 

Transillumination.—The jejunum and ileum lend 
themselves particularly well to inspection by 
transillumination. Although a Cameron light may 
be helpful, no special equipment is needed. A 
portable spotlight in a darkened operating room is 
all that is required. The spotlight is lowered to 
table height and the intestine is held in the path of 
its light beam. A folded towel held adjacent to the 
intestine by an assistant shields the operator's eyes. 
Figure | illustrates the ease with which the interior 
of the small intestine may be inspected by transil- 
lumination. The technique is so satisfactory that 
intraluminal objects as small as grape seeds are 
easily visualized. 

Operative Endoscopy.—With the use of a 25-cm. 
lighted sigmoidoscope, it is possible to inspect the 
mucosa of the entire small intestine from the 

pylorus to the ileocecal valve. This method is 
particularly applicable to the distal duodenum 
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which, because of its retroperitoneal location, is 
unavailable to inspection by other means. After 
mobilization of the duodenum by the Kocher 
maneuver, a single enterotomy is made in the third 
portion of the duodenum, thus permitting inspec- 
tion of the ampulla of Vater and the retroperitoneal 
portion of the organ. By telescoping the small 
intestine on a sigmoidoscope it is possible to exam- 
ine its full length with use of only three enterot- 
omies. However, operative endoscopy is usually 
unnecessary in the jejunum and ileum, since in this 
area transillumination is so satisfactory. 

Operative coloscopy is of unique value in the 
detection of obscure bleeding in the colon. Pre- 
operative barium studies, even by the air contrast 
technique, will reveal only half of the polyps pres- 
ent, and inspection and palpation are almost as 
inaccurate.”” In patients suspected of bleeding from 
the lower tract, preoperative preparation of the 
intestine with neomycin phthalsulfathiazole 
(Sulfathaladine) is used. In emergency situations, 
mechanical cleansing of the intestine combined 
with a neomycin retention enema will sterilize the 
colon. The method of coloscopy is illustrated in 
figure 2. By dividing the peritoneal attachments of 
the hepatic and splenic flexures of the colon, it has 
been found possible to examine the entire colon 
through a single enterotomy made in the midtrans- 


Fig. 1.—Loop of jejunum elevated and back-lighted with 
spotlight. Folded towel shields operator's eyes. Top, before 
accessory operating room lights are turned off. Bottom, after 
room is darkened. 


verse colon. The rectum and sigmoid are, of course, 
examined per rectum preoperatively. Alternative 
techniques of coloscopy have recently been de- 
scribed by Deddish and Hertz * and by Shackelford 
and McGeehan." 
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Blind Gastrectomy.—Several authors have re- 
ported that the performance of a so-called blind 
gastrectomy in the absence of demonstrable path- 
ology will prevent recurrent hemorrhage in a 
significant number of patients.” Success of this 
procedure depends on the removal of bleeding 
lesions in the distal portion of the stomach which 


Fig. 2.—Technique of operative coloscopy. After division 
of peritoneal attachments of hepatic and splenic flexures, 
entire colon can be examined through single enterotomy in 
transverse colon. 


cannot be detected by palpation or on the reduc- 
tion of gastric acidity. However, in view of the 
frequency with which bleeding lesions occur in 
the upper third of the stomach, it would not appear 
that blind gastrectomy is always a logical approach 
to the problem. Many authors have reported pa- 
tients who have become exsanguinated from a 
lesion remaining in the proximal stomach after 
blind gastrectomy. 

Gastrotomy.—My_ experience with gastrotomy 
was recently reviewed with Spencer.” All patients 
who had been operated on for gastrointestinal 
bleeding during the preceding 12 months were re- 
viewed. In by far the large majority of cases the 
bleeding lesion was demonstrated prior to opera- 
tion. However, there remained 18 patients whose 
lesions defied our best diagnostic efforts. In seven 
of these patients the bleeding area was easily 
located by palpation or inspection when the abdo- 
men was opened. The site of bleeding in the remain- 
ing 11 patients was undetermined. These 11 patients 
satisfied what many would consider the criteria for 
blind gastrectomy. Instead of performing such a 
resection, a wide gastrotomy was performed by the 
technique previously described. The location of the 
lesions, in three groups, is indicated in figure 3. 
Blind gastrectomy would have cured with certainty 
only the three patients in group 1, in whom the 
bleeding lesion was located in the distal portion of 
the stomach. There were four patients in group 2 
who may, or may not, have been cured, depending 
on the exact location of the resection. In the four 
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patients in group 3, the bleeding lesion was far up 
in the gastric remnant or esophagus, and it would 
presumably have continued to bleed after a blind 
resection. In addition, the routine use of blind 
gastrectomy in these cases would have unnecessarily 
removed the stomach in one patient who had an 
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Fig. 3.—Schematic presentation of location of bleeding 
lesions in 11 patients subjected to large gastrotomy. Blind 
gastrectomy would have cured with certainty only those 
patients in group 1. 


esophagastric ulcer associated with diaphragmatic 
hernia and in another patient who had bleeding 
due to esophageal varices. On the basis of these 
cases, we believe that a large gastrotomy with 
definite location of the bleeding point is a more 
rational procedure than blind gastrectomy. 

Despite these criticisms of blind gastrectomy, 
there are undoubtedly instances where it is val- 
uable. The wisdom of the statement by Osborne 
and Dunphy " on this subject is apparent: 


Although we realize that “blind” gastrectomy may be re- 
quired because the lesion cannot be identified at operation, 
we feel that overemphasis of this approach leads to failure 
to identify lesions which will not be removed by gastrectomy 
or the performance of this operation for lesions which might 
not have required it. This is particularly true of the surgeon 
who has not had extensive experience with the obscure bleed- 
ing lesion and who, under the stress of an emergency opera- 
tion, may overlook a demonstrable site of bleeding because 
he does not use a systematic examination during laparotomy 
and fails to appreciate the nature and variety of pathological 
lesions concerned. 


Anesthesia.-A comment regarding anesthetic 
technique in these cases is pertinent. The presence 
of blood in the stomach presents a special problem 
for the anesthesiologist. A distended stomach is a 
contraindication to the induction of general anes- 
thesia, and active bleeding makes gastric aspiration 
unreliable. Rapid induction and tracheal intuba- 
tion with barbiturates and muscle relaxants has had 
an unfortunate popularity in this situation. The 
sudden relaxation of the diaphragmatic hiatus with 
this technique may produce massive regurgitation 
and aspiration of blood and barium before the 
endotracheal tube can be placed. An acceptable 
technique consists in the placement of the endo- 
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tracheal tube with the patient under topical anes- 
thesia and awake. General anesthesia is begun only 
after the cuff of the endotracheal tube is inflated. 
The possibility of aspiration is thus avoided. 


Report of Cases 


An enumeration of all of the rare causes of gas- 
trointestinal bleeding is beyond the scope of this 
discussion and, in fact, would be quite impossible. 
Regardless of the exact nature of the bleeding 
lesion, the general diagnostic and therapeutic 
regimen outlined above may be expected to give 
satisfactory results in the majority of patients. Two 
cases are presented in brief to illustrate the value 
of the diagnostic and surgical approach outlined 
above. 

Case 1.—A 54-year-old woman, suffering from gastroin- 
testinal hemorrhage, was noted to have a number of fibromas 
of the skin as well as a café au lait spot in her lumbar region. 
By the passage of a long intestinal tube under fluoroscopic 
guidance with repeated aspiration of the intestinal contents, 
the site of hemorrhage was demonstrated to be just below 
the muscle of Treitz. A preoperative diagnosis of von Reck- 
linghausen’s neurofibromatosis intestinalis was made. Opera- 
tion confirmed the presence of bleeding neurofibromas 1 ft. 
below the ligament of Treitz ( fig. 4, top). 


Fig. 4.—Illustrations of rare lesions diagnosed preopera- 
tively. Top, intestinal neurofibromatosis ( Recklinghausen’s 
disease ). Bottom, intestinal telangiectasia. 


Case 2.—A 14-year-old girl was seen for chronic gastro- 
intestinal bleeding with secondary anemia. The patient's 
history revealed that she had not yet undergone the menarche, 
and physical examination demonstrated delayed development 
of secondary sex characteristics. A preoperative diagnosis of 
congenital intestinal telangiectasia was made, a condition 
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which has been reported in association with ovarian agenesis. 
This diagnosis was confirmed at operation where a dilated 
blood vessel was seen leading to each one of the telangiec- 
tatic lesions ( fig. 4, bottom). 


These cases illustrate well the principle that a 
carefully taken history, a meticulous physical exam- 
ination, and the judicious use of special tests per- 
mit an accurate preoperative diagnosis even in the 
presence of extremely rare diseases. 

Summary 

The rare causes of gastrointestinal bleeding ac- 
count for 10% of all cases of hematemesis and 
melena and, therefore, represent a surgical problem 
worthy of careful attention. It is recommended that 
the physician pursue an aggressive diagnostic pro- 
gram which begins with complete history and 
meticulous physical examination and includes all 
routine laboratory work. A judiciously performed 
x-ray study with barium meal should be done early 
in the patient’s course. It can be expected to give 
much information and will not adversely affect the 
bleeding process. The sulfobromophthalein excre- 
tion test, esophagoscopy, gastrointestinal aspiration, 
and other special diagnostic procedures may be 
indicated by the circumstances in individual cases. 
Regarding operative management, the most im- 
portant dictum is that which states that the surgery 
must be deferred until the source of bleeding is 
located. It is universal experience that the surgeon 
is poorly equipped to locate the source of bleeding 
at the time of operation. However, operation must 
frequently be performed in those patients who fail 
to respond to transfusion and in whom exsanguina- 
tion threatens. Under these circumstances, palpa- 
tion, inspection, gastrotomy, transillumination, and 
operative endoscopy are valuable technical aids. 
Blind gastrectomy may miss a significant number of 
bleeding lesions in the gastric remnant. A large 
gastrotomy permits direct examination of the in- 
terior of the stomach, the lower end of the 
esophagus, and the duodenum and offers a more 
rational operative approach than blind gastrectomy. 
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Even the physician who approaches the problem 
of obscure gastrointestinal bleeding with consum- 
mate care, wisdom, and skill will encounter some 
patients who defy diagnosis and die of hemorrhage. 
It is perhaps some consolation to him in such cases 
that even the pathologist is occasionally unable to 
find the source of bleeding at autopsy. 
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LONG-TERM 


RESPIRATORY PARALYSIS 


Harold N. Neu, M.D., Omaha 


Medical science is continually impaled on the 
horns of dilemmas of its own creation. The develop- 
ment of the tank respirator has occasioned the 
saving of the lives of thousands of patients who 
otherwise would have died. At the same time, its 
use has left in society a large group of respiratory 
cripples whose pulmonary reserve has been de- 
pleted to such an extent that continued respiratory 
aid of some sort is needed if a reasonably useful 
life is to be permitted them. There are many others 
whose pulmonary reserve is adequate to meet the 
activities of daily living, provided that respiratory 
infection does not supervene. With the incidence of 
paralytic poliomyelitis reduced by the poliomyelitis 
vaccination programs, there is danger that this 
group of patients will be forgotten by the average 
physician who attends them, unaware of the further 
rehabilitation needs of these patients for whom the 
Salk poliomyelitis vaccine came too late. 

In a recent survey, Landauer and Stickle ' esti- 
mated that between 1952 and 1956 there were ap- 
proximately 9,600 patients with poliomyelitis who 
had a history of use of respiratory aids during some 
period of their illness. This is estimated to be 15% 
of persons with paralytic disease in this period. In 
their analysis of the poliomyelitis cases reported 
between 1952 and 1956, they also concluded that 
17.4% of the patients were found to have severe 
paralysis of all eight body areas reported, namely, 
both arms and both legs, intercostal muscles, dia- 
phragm, trunk extensors, and abdominal muscles. 
The patient with respiratory crippling is usually 
further handicapped by loss of muscular power to 
perform simple activities of daily living. 


Respiratory and Rehabilitation Centers 


Since 1950, the National Foundation for Infantile 
Paralysis * has aided the establishment of 17 respira- 
tory and rehabilitation centers by assuming the 
sponsorship and financial help needed for their 
operation. These centers are located in teaching 
hospitals that are affiliated with medical schools. 
They vary in size from units of 15 to 160 beds. 
Leadership varies from center to center only in 
that it stems from different disciplines, such as 
pediatrics, internal medicine, neurology, ortho- 
pedics, and physical medicine. The primary purpose 
of the centers was to stimulate the development 
and demonstration of techniques and procedures 
which would enable patients afflicted with severe 
respiratory difficulties and associated paralysis re- 

Professor of Medicine, Creighton University School of Medicine, and 
Medical Director, Respiratory and Rehabilitation Center, Creighton 
Memorial St. Joseph’s Hospital. 

Read before the Section on Physical Medicine at the 107th Annual 


Meeting of the American Medical Association, San Francisco, June 25, 
1958. 


Long-term respiratory paralysis creates 
problems of rehabilitation. Experiences of a 
respiratory and rehabilitation center of 30 
beds are here analyzed. Twenty beds were 
reserved for patients with chronic respira- 
tory paralysis. In a five-year period there 
have been 375 admissions, including read- 
missions for rechecks, and the 100 patients 
with the most marked involvement of respira- 
tory and other neuromuscular mechanisms 
were selected for special study. Such pa- 
tients require continued care equivalent to 
that given to the acutely ill patient, and 64 
of them arrived in tank respirators. The 
average period of rehabilitation was 8 
months, but some required more than 12. 
The most frequent complications were renal 
calculi (detected in 38 patients) and 
atelectasis (in 36). The best results were ob- 
tained when the process of weaning from 
the respirator was concomitant with reha- 
bilitation instead of taking precedence over 
it, Although 98% of the patients were freed 
from the tank respirator, only 16% were 
freed from all respiratory aid. Five patients 
died at the center, but 80 were able to re- 
turn to private home care, and 44 were 
cared for completely by the family. Sixteen 
patients who were housewives continued as 
the dominant figures in their home situation 
despite continued dependence on respira- 
tory aids. A program of comprehensive care 
and rehabilitation for this type of patient is 
economically desirable and has incalculable 
human values. 


sulting from poliomyelitis to return as rapidly as 
possible to normal life. In the past, the life-threaten- 
ing character of respiratory paralysis dominated the 
thinking of the physician who treated the disease. 
He gave little thought to the dilemma which he had 
created, namely, that of a quadriplegic patient who 
continued to require respiratory aid. Experience by 
various centers has demonstrated that maximum 
rehabilitation is obtained when the first clinician 
who has seen the patient is aware of the problems 
that long-term respiratory paralysis can create. 
Some of the centers have been located in large 
metropolitan areas, so that ready referral of patients 
from acute services could be obtained. In some of 
these instances, members of a center’s team were 
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able to participate in the direction of acute service, 
a most desirable arrangement. Other centers are 
located in such a manner that referrals to them 
come from many states and usually quite a few 
months after the acute onset. Since there is every 
reason to believe that there will continue to be iso- 
lated patients, particularly young adults, who will 
contract paralytic poliomyelitis with respiratory 
complications, I have undertaken to present some 
of the experiences of one of the centers which is 
in this latter category. It is hoped that this will 
stimulate early referral to the centers for such pa- 
tients and that it will demonstrate the economic 
value of the comprehensive rehabilitation program 
for even the patient with severe respiratory involve- 
ment and quadriplegia. 

The Respiratory and Rehabilitation Center which 
was established at Creighton Memorial St. Joseph's 
Hospital, Omaha, in 1953 has 30 beds under its 
jurisdiction, with 20 of these beds reserved for 
patients with chronic respiratory paralysis. The 
usual medical and nursing facilities of a department 
of rehabilitation, including such co-professional 
personnel as physical therapists, occupational thera- 
pists, medical social workers, vocational psycholo- 
gists and counselors, orthotists, and speech and hear- 
ing therapists, are available for the care of these 
patients. The direction of the program is under the 
department of medicine. Consultant services in the 
fields of neurology, pediatrics, physical medicine, 
orthopedics, otolaryngology, urology, psy- 
chiatry are utilized in a regular service rotation. A 
pulmonary function laboratory with a respiratory 
physiologist in charge is available for the medical 
evaluation of the respirator patients. 

In the approach to the patient, attempts are made 
to take into account the patient as a whole human 
being, with physical, mental, emotional, spiritual, 
social, and vocational problems all interrelated. A 
team approach, which is physician-directed but 
patient-centered, is concerned about integrating 
these various aspects of the patient’s problems for 
his maximum benefit. Multiprofessional staff con- 
ferences are indispensable in attaining reasonable 
goals for the patient. As a result, physician, nurse, 
physical therapist, occupational therapist, medical 
social worker, psychologist, orthotist or engineer, 
vocational counselor, and educational coordinator 
meet regularly to reach agreement on total patient 
care objectives and thereby maintain consistent 
attitudes toward the patient and his family. The 
Respiratory and Rehabilitation Center has been 
particularly fortunate in having all of the various 
disciplines located contiguously. Thus, daily asso- 
ciation with each other helps to break down the 
professional barriers which frequently exist between 
different professional groups. It also lends to rapid 
and free communication which is so essential in 
comprehensive care planning. Benton and Kriete ° 
have pointed out that the scope of management of 
the respirator patient challenges one’s knowledge of 
the field of rehabilitation medicine. 
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Source of Material for Study 

Since the center opened five years ago, there 
have been 375 admissions. This includes, however, 
a number of readmissions of patients for short 
periods of evaluation some months or years after 
their initial admission. In order to provide data that 
were meaningful, 100 patients whose respiratory 
involvement, and involvement in other body areas, 
was the most marked were selected for this study. 
Only the patient's first admission was considered, 
since it was our policy to keep the patient initially 
until a satisfactory program for his disposition could 
be developed or until the staff felt that maximum 
rehabilitation had been obtained. 

In this study, 100 patients are presented for 
reasons of statistical simplicity. They represent, 
however, the selection of the most difficult re- 
habilitation problems we have encountered in our 
experience. As has been mentioned in previous re- 
ports,* the patients were brought to the center by 
air evacuation, ambulance, or train. They tolerated 
the air evacuation satisfactorily. This method has 
been most useful in that it greatly shortens the 
time of transit. Most of the patients came from the 
states of Nebraska, Iowa, Kansas, Minnesota, and 
South Dakota, although at least 32 of the group 
came from 12 other Midwestern and Rocky Moun- 
tain states. This factor may have influenced the age 
distribution of our patients, in that parents of 
younger children may be more reluctant to send 
them great distances for medical care. 

There were 52 males and 48 females in the group. 
Seventy-four were between 10 and 30 vears of age. 
This adds significance in the rehabilitation process. 
On the one hand, it is a period of life where physi- 
cal appearance is a matter of considerable concern 
and deformity can be threatening. On the other 
hand, most of the patients were alert and enthusias- 
tic, and their minds had not been greatly damaged 
by organic changes. 

The source of admission for this group of patients 
was primarily other hospitals, 88 belonging in this 
category. Twelve patients were admitted from a 
private home or a nursing home. The hospitals as 
sources of admission varied from small 24-bed units 
in isolated rural communities where the patient had 
been the only one with poliomyelitis to larger 
metropolitan institutions in which an acute polio- 
myelitis service had been maintained. In many of 
the smaller institutions, private duty nurses were 
required around the clock for the patient even 
many months after onset, thereby raising the per 
diem cost for such patients to levels as high as 
$50 or $60. 

Spencer * has clearly shown that the ideal pro- 
gram is effected when the staff can establish con- 
fidence in the patient and his family during the 
acute stage, again when it can wean the patient 
from respiratory assistance in the immediate post- 
acute stage, and, from this point, when it can pro- 
ceed into an active rehabilitation program for 
convalescent respirator patients. In our group of 
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patients, this optimum condition could not be 
obtained. Figure 1 indicates the distribution of the 
patients according to the time of onset prior to ad- 
mission to the center. Sixty-six of the patients had 
had their acute onset more than eight months 
prior to admission. 

Assuming a modest per diem cost of $20 prior to 
idmission to the center, $1,356,000 had already 
been spent for the care of these patients. It would 
be reasonable to assume that this cost would con- 
inue for most of them indefinitely unless some 
ittempt at rehabilitation was made. These figures 
ilso show that the long-term cost to the respirator 
yatient cannot be thought of in terms of simple 
‘ustodial care because of the complexity of the 
nechanical equipment that is required to keep the 
yatient living from day to day. Continued care of 
he respirator patient without a vigorous program 
rehabilitation usually amounts to the same as 
cute care. 


30 


20) AVER.- 21.6 MOS. 


20. 24 ‘2vrel2 YRS 


AVER.- 8 MOS. 


100 
PATIENTS 


Fig. 1.—Top, time of onset of poliomyelitis, in months, 
prior to admission to Respiratory and Rehabilitation Center. 
Bottom, period of time in center. 


Status of Patients on Admission 


Respiratory Status.—Of the 100 patients, 64 were 
brought to the center in a tank respirator, 31 were 
using a chest respirator, and only 5 had been using 
a rocking bed at home. The type of respiratory aid 
used usually correlated with the severity of the 
patient's physical impairment; however, there were 
exceptions to this. In a few patients who, on ad- 
mission, used lesser aids, there was immediate 
recognition that greater respiratory aid would be 
required to maintain adequate oxygen saturation 
and pCO, levels. In a few others, the need for 
hyperventilation was such that although the patient 
was admitted in a tank respirator he could be very 
soon weaned to a lesser respiratory aid. 

The vital capacity is routinely measured in all 
patients and compared to predicted normals, with 
use of standards previously described in the litera- 
ture. In this study, the vital capacities varied from 
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less than 100 cc. up to 1,000 cc. In each of the 
patients the vital capacity was less than 30% of the 
predicted normal. Seventy-nine patients were ad- 
mitted with vital capacities less than 15% of normal. 

Affeldt and co-workers,® in a study concerning 
the prognosis for respiratory recovery in severe 
poliomyelitis, showed that of 500 respirator patients 
364 became free of all respiratory equipment within 
two years of onset. They noted, however, that 83% 
of these 364 patients were freed within six months 
after onset. Their study showed that the greatest 
incidence of removal from respiratory equipment 
occurred during the second and third months after 
onset, with a rapid decline thereafter to a low in- 
cidence. In the present series of patients, 66 were 
still in a respirator eight months or more after the 
onset. 

This experience indicates that vital capacity is 
valuable in determining the need for respiratory 
aids but it is of much less value in determining 
when the patient will be removed from respiratory 
equipment. A rule of thumb which has been found 
useful is that patients with less than 10% of pre- 
dicted normal vital capacity will require respiratory 
aid all the time, in most cases a tank respirator, at 
least during the night. Patients with vital capacities 
of 20 to 30% of normal require respiratory aid dur- 
ing part of the day but are able to go unassisted for 
small periods of time provided that their activities 
are not too strenuous. Patients whose vital capaci- 
ties are 40 to 50% of normal may be completely 
freed of respiratory aid, depending on the breathing 
pattern their type of paralysis permits them to 
adopt. Dail and have emphasized the 
effect of body position on respiratory muscle func- 
tion, and they have pointed out that certain patients 
breathe best in a supine position and others in the 
erect or sitting position. A number of these patients 
with less than 40% of normal vital capacity have 
been able to get along successfully with a less 
amount of respiratory aid when they wore a special 
spring compression abdominal belt which substi- 
tuted for the paralyzed abdominal muscles. 

Physical Impairment Status.—In the survey of 
Landauer and Stickle’ previously quoted, the in- 
cidence of quadriplegia was 2.5% and paralysis of 
both arms occurred in 6% and of both legs in 16%. 
In our group of patients (fig. 2), 80 had quadri- 
plegia, 10 had involvement of both upper extremi- 
ties, and 5 had paraplegia. In three patients the 
involvement was spotty, involving many of the eight 
areas of the body previously mentioned. In two in- 
stances, although the extremities were nearly 
normal, the trunk and diaphragm were markedly 
involved and the patients required continued re- 
spiratory aid. 

Since a few patients with types of serious dis- 
abilities other than poliomyelitis were also admitted 
to the center, the staff had an opportunity to evalu- 
ate the relative difficulties in rehabilitation manage- 
ment of these different types of disabilities. In their 
opinion, the traumatic cervical cord injury at levels 
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of C-5 and C-6 provided more difficult problems of 
rehabilitation than did quadriplegia due to polio- 
myelitis in a patient who required respiratory aid. 
The patient with bilateral upper extremity amputa- 
tion, however, presents less difficult problems of 
management than does the patient with poliomyeli- 
tis with bilateral flail upper extremities together 
with respiratory impairment. 


Period of Treatment in the Center 


Landauer * has reported that in 1956 the average 
period of rehabilitation for respirator patients in all 
the centers was approximately seven months, where- 
as patients without respiratory involvement required 
an average of 54 days in the centers. Figure | 
indicates the distribution of patients according to 
the varying periods of time required in the center 
for a satisfactory program to be completed. The 
average period was eight months, although it must 
be admitted that 15 of the patients required more 
than 12 months. When one applies the per diem 
cost of $25 to this group of patients, excluding 
teaching and research, the cost of the program in 
the center was $600,000. The Respiratory and Re- 
habilitation Center forms the hard core of a teach- 
ing program in rehabilitation *; thus, the costs of 
patient care, research, and education cannot be 
easily separated. It is our judgment, however, that 
this per diem figure represents costs of only basic 
patient care in the center. 

Complications.—In this group of patients, the 
efforts of the rehabilitation team were frequently 
delayed or thwarted by varying complications. 
Dunning and Plum “ have shown that severe diffuse 
paralysis is associated with hypercalciuria for peri- 
ods as long as 50 weeks after onset. In this series, 
38 patients had renal calculi detectable by x-ray. 
There undoubtedly were some others in whom their 
presence was not recognized except by occasional 
attacks of renal colic or recurring urinary tract 
infections. 

Atelectasis was the next most common complica- 
tion, occurring in 36 patients. It required constant 
alertness on the part of the staff during the winter 
months, particularly in those patients who had 
tracheostomy. Experience has shown that early 
closure of the tracheostomy helps to avoid this 
complication. The physicians were usually reluctant, 
however, to do this until the patient had 20-30% of 
his predicted normal vital capacity. Surprisingly 
enough, thrombophlebitis occurred in only five of 
the patients. This may be accounted for by the 
lower age level of these adults 

have presented elsewhere‘ gastrointestinal 
complications in this type of patient. One complica- 
tion, gastric dilatation, was more frequent (oc- 
curring in eight patients in this group) than is 
usually seen in the average hospital population. As 
a result of experience with this complication at the 
center, it has been suspected that a number of un- 
expected deaths of patients with long-term respira- 
tory paralysis in home care situations are secondary 
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to this complication rather than due to the pul- 
monary insufficiency to which the death is usually 
attributed. One instance of pneumothorax followed 
the administration of positive pressure in a manner 
previously recorded in the literature.*” In view of 
the thousands of times that positive pressure has 
been used at this center to lessen the decrease in 
pulmonary compliance in patients with chronic 
respiratory paralysis, it was felt that this complica- 
tion was of little significance. Other complications 
included gastric hemorrhage (five ), thrombophle- 
bitis (five), bronchiectasis (two), cardiac arrest 
(two), peptic ulcer (two), and myositis ossificans 
(one). 

Surgical Procedures.—Many minor procedures, 
such as tracheostomy, cystoscopy, and others, are 
performed on these patients. Usually, major pro- 
cedures are avoided unless it is felt that the pro- 
cedure will result in a distinct contribution to the 
patient's rehabilitation. The creation of a useful 
hand, when possible, in the patients represented a 
great aid to the rehabilitation program. Therefore, 
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Fig. 2.—Physical impairment status of 100 patients on 
admission. 


tendon transplant of the opponens was the most 
common procedure, performed in 11 instances. 
Nickel and co-workers,’' in a much larger series, 
have shown that patients with severe respiratory 
paralysis can be given the benefits of reconstructive 
surgery without too much risk, providing a team 
is available to handle the respiratory complications. 
Resection of the iliotibial band was done in one 
instance. 

Most of the other procedures were urologic, done 
with the hope of developing methods of solving the 
problem of renal stones. These procedures included 
nephrectomy (one), cholecystectomy (one), pyelo- 
lithotomy (two), and cystolithotomy (four). After 
five years of experience, the urologic consultants 
reserve their procedures for those patients whose 
progress in the rehabilitation program gives definite 
promise of few recurrences of the renal complica- 
tion. 

Lobectomy as performed in one patient has been 
reported elsewhere.'* This patient was the first one 
admitted to this center. It is interesting to note that 
he continues in a home care program five years 
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later, although his vital capacity is less than 600 cc. 
In rehabilitation centers, the surgeon, except for the 
orthopedist and urologist, is often forgotten as a 
contributing member of the rehabilitation team. 
This may mean losing skills which are of great ad- 
vantage to the patient. 


Effect of the Center Program 


When the Respiratory and Rehabilitation Center 
was established, there was considerable emphasis 
on the importance of freeing patients from any 
respiratory aid. Weaning programs were set up with 
this specifically as a goal. As the staff gained ex- 
perience, it became apparent that one should sacri- 
fice weaning speed when necessary to allow neuro- 
muscular rehabilitation to proceed concomitantly. 
It is obviously more desirable to have a well-ad- 
justed, clear-thinking individual using respiratory 
aid than to have a chronically underventilated, 
tired, stressed, and irritable patient who breathes 
unaided. 


SLIGHT IMPROVEMENT 
MARKED IMPROVE MENT 


Fig. 3.—Effect of center's program of treatment on ability 
(100 patients ). 
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Riley and Batson '* have pointed out that success 
in weaning from respiratory aids is dependent on 
many factors, most important being the degree, 
extent, and distribution of paralysis. They noted 
that only 1 of 13 patients with more than 90% 
paralysis was completely freed of respiratory aid. 

In the present series of patients, only 16% were 
freed of all respiratory aid. Ten per cent had their 
status unchanged. In 37% of the patients, the re- 
spiratory aid consisted only of a rocking bed at 
night. This was usually the case in the patient who 
had 25-30% predicted vital capacity but whose 
diaphragmatic paralysis was nearly complete. Some 
of the studies on such patients during sleep sug- 
gested that the arterial oxygen saturation declined 
and the carbon dioxide levels increased significant- 
ly, thereby placing the patient in a deficit from 
which he had to recover during the daytime. 

Most striking, however, is the fact that 98% of the 
patients were freed of a tank respirator—an impor- 
tant gain, since it was often unsatisfactory to plan 
home care programs when tank respirators would 
be required in the home. Those patients who re- 
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quired more respiratory aid than was provided 
alone by the chest respirator or rocking bed could 
be managed with a rocking bed which was syn- 
chronized with a chest respirator. Only two of the 
patients required this special equipment. 

The effect of the center's program on lessening 
disability or, conversely, the improvement of abil- 
ity was more difficult to quantitate. Although use 
of a personal care rating scale and vocational rat- 
ing scale, such as advocated by Hoberman and 
Springer,'* would have been preferred, it was felt 
that the uniformity of the disability of the present 
series of patients was such as to not lend itself 
readily to such scales. Therefore, the improvement 
of ability was graded in terms of slight, moderate, 
marked, and complete recovery. It should be noted 
that figure 3 refers to the effect on ability. The les- 
sening in physical impairment was in most in- 
stances slight, in some moderate; but where such 
factors as ability to perform some activities of daily 
living, use of adaptive devices, psychosocial adjust- 
ment, and a sense of a realistic goal were taken 
into consideration, the improvement in ability may 
be listed as is reported here. Thirty-one of the pa- 
tients showed slight improvement, 39 moderate, 
and 25 marked. There were no complete recoveries. 

In this group of patients, five died at the center. 
One patient died of pyelonephritis and hyperten- 
sive encephalopathy. A second patient died after 
resection of the iliotibial band. This death was due 
to cardiac arrest at the time of surgerv. A third 
patient died after acute gastric dilation, despite all 
attempts to correct the severe distention and elec- 
trolyte imbalance created by this complication. A 
fourth patient had previously had a nephrectomy 
and subsequently developed pyelonephritis and a 
perinephritic abscess in the remaining kidney. The 
fifth patient was brought into the center in the last 
month of pregnancy with toxemia and congestive 
heart failure. This case was unusual in that a post- 
mortem cesarean section was performed and, de- 
spite the severe hypoxia to which the patient had 
been subjected during the last trimester of her 
pregnancy, a live, normal infant was delivered who 
now, two years later, gives no evidence of any 
prenatal injury. 


Disposition of Patients 


Figure 4 indicates that, even with patients as 
severely paralyzed as this particular group, it is 
possible to return 80% of them to private home care 
programs. This point will be mentioned again, but 
‘he enormous saving in patient care costs which 
has resulted from the change from a hospital per 
diem cost to a home care program cost more than 
justifies the efforts of a specialized center. As 
Landauer * has pointed out, the best available pa- 
tient care is the most economical in the long run 
and inadequate care is wasteful and expensive. The 
economics of the Respiratory and Rehabilitation 
Center are important considerations, but a detailed 
review of the 100 patients and specific case his- 
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tories would be necessary to give the full picture 
of the humanitarian values that can be accom- 
plished by this type of rehabilitation program. 

Home Care Programs.—It was recognized from 
the onset that medical social service would be of 
great importance in coping with discharge plans of 
patients with severe, complex disabilities. Further- 
more, the varied locations of the patients admitted 
to this center required that a medical social worker 
spend much time in travel. Prior to the discharge 
of each patient, the medical social worker sur- 
veyed the local resources of the community, the 
family, and the available medical facilities. Her 
visits did much to prepare a sound home care pro- 
gram. In a previous survey '* of 35 patients, the 
manner and ease with which severely disabled 
patients could be integrated into home care situa- 
tions, at much reduced cost to society, were im- 
pressive. Furthermore, an analysis of the day by 
day activities of that group of patients revealed 
that they were leading not only active lives but 
useful ones. 

The stability of home care programs depends on 
three factors: 1. The degree of self-acceptance 
and acceptance of others which the patient is able 
to attain. The stay in the center, week-ends spent 
in the home environment, and local trips to shows, 
games, and other activities prepare the patient for 
the time when he must go home. 2. Acceptance of 
the patient by the family. This is achieved by un- 
limited visiting hours, regular counseling sessions 
with members of the family, and periodic home 
visits before final disposition. 3. Adequacy of the 
home facilities. This factor requires preliminary 
visits by the medical social worker, the securing of 
an attendant, if needed, and the training of an 
attendant and members of the family concerning 
the use of respirator equipment. 

In a recent questionnaire survey of this group of 
patients, which was supplemented by data in the 
medical social service files, it was noted that 44% 
of this group of patients had no attendant at home 
but were cared for completely by the family. 
Thirty-six per cent required full-time attendants 
and 20% part-time attendants. The staff at this cen- 
ter feels that it is important that the home care 
situation be not so difficult as to jeopardize the 
integrity of the family. This point is carefully 
checked on subsequent readmissions of the patient 
for short evaluations. The staff is also kept in- 
formed by the regional medical social workers of 
the National Foundation for Infantile Paralysis, 
who make periodic visits to these patients through- 
out the United States. 

In this recent survey, it was found that 88% of 
these patients in home situations still receive aid 
from the National Foundation for Infantile Paraly- 
sis. This primarily consisted of payment of salaries 
for the attendants, maintenance of respiratory 
equipment, and local medical care for minor super- 
vision that would be needed. Occasionally, how- 
ever, short periods of hospitalization have become 
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necessary to tide the patient over an upper re- 
spiratory infection. Likewise, patients may be 
readmitted to the center for short periods of re- 
evaluation, usually one or two weeks long, depend- 
ing on the distance the patient lives from the cen- 
ter. Those in the immediate vicinity are seen on an 
outpatient basis at shorter intervals. How success- 
ful is such a home care program? The recent survey 
indicates that such programs have remained stable 
in 80% of cases. As was stated before, the reduction 
in cost to society more than justifies the economic 
expenditure on the program of rehabilitation. The 
gain in human dignity, the example of courage for 
others, and the maintenance of family strength for 
unity can only be documented by individual case 
histories. 

Vocational Goals.—The success in attaining 
proper vocational goals is determined by a number 
of factors: (1) the natural and educational endow- 
ments of the individual; (2) motivation; and (3) vo- 
cational opportunity. In the survey of this group of 
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Fig. 4.—Disposition of 100 patients from center (9 died 
after disposition to private homes ). 


patients, it has been found that 10% are employed 
full time. Among these are a corporation lawyer 
who completely supports himself and his family, 
farmers who direct the operation of their farms, 
insurance salesmen, magazine subscription §sales- 
men, and others in similar occupations. Ten per 
cent of the group are employed in part-time activ- 
ities. These usually are of a home-bound nature or 
office practice, such as accounting or reception 
work. Ten per cent of the group could be classified 
in the student category, in that they are pursuing 
their academic work in either high school or col- 
lege. A group that has been of particular interest is 
the housewives, comprising 16%. They have con- 
tinued in the role of the dominant central figure 
in the home situation, despite the fact that they 
have residual severe paralysis and require respira- 
tory aid. 

In 54% of the patients, no vocational goal was 
realized. That was attributed to a lack of the three 
factors enumerated. It is unrealistic to assume a 
vocational goal for a person who has quadriplegia, 
who requires respiratory aid, and who has an IQ 
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of 75. In a small percentage, the lack of motivation 
may have hindered realization of a vocational goal. 
More frequently, however, the lack of vocational 
opportunity was responsible. Many of the patients 
came from small communities scattered throughout 
many states. Although an excellent liaison was 
maintained with those state departments of voca- 
tional rehabilitation which were satisfactorily or- 
ganized and as many of the patients were referred 
to such departments as was possible, experience 
has indicated that most of these departments were 
reluctant to undertake responsibility for the se- 
verely disabled patients. This was based on the 
difficulties that occurred in securing proper voca- 
tional opportunities for home-bound patients in 
agricultural areas. As time has gone by, there is 
improvement in this direction, particularly in some 
of these states. The placement of a severely dis- 
abled patient in a small agricultural community 
need not be more complex than similar placement 
in a large urban, industrial area. Considerable edu- 
cation of communities will be needed, however, 
before this can be accomplished. Emphasis is 
placed here on vocational goals not because it is 
believed that they are logical goals for these pa- 
tients but because they represent the need of every 
human being to live a useful and productive life. 
This need should not be destroyed. 


Comment 


Subsequent readmissions of earlier patients has 
shown that rehabilitation goals are relative, de- 
pending on a number of factors. These are (1) re- 
habilitation readiness, (2) the growth of skills and 
competence in the team, and (3) untoward or un- 
expected complications. In the matter of rehabili- 
tation readiness, it was often noted that the patient 
had been ill-prepared for the possibility of long- 
term disability, even though the onset of his dis- 
ease had been many months prior to his admission 
to the center. When unrealistic goals had been 
given the patient, it was found that the rehabilita- 
tion process was greatly retarded. This occurred so 
regularly that most of the staff could predict its 
occurrence soon after the patient was admitted. 
This experience emphasizes that nearly al] patients 
faced with the prospect of catastrophic disability 
react with severe depression at some phase in their 
illness. This depression may be manifested in differ- 
ent ways, depending on the personality structure 
present prior to the onset of the catastrophe. There 
is no simple rule of timing which enables one to 
predict the development of self-acceptance. 

The second factor, namely, growth in compe- 
tence and teamwork of the staff, was accomplished 
by the spirit of interchange and collaboration that 
has existed between the various centers. This was 
fostered by annual conferences on physiological, 
clinical, and psychological research on patient care 
and administrative problems. 
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The third factor, untoward or unexpected com- 
plications, continually plagued the Respiratory and 
Rehabilitation Center staff. This was particularly 
true during the winter months, with the attendant 
respiratory complications, and during the hot sum- 
mer months, with the genitourinary and gastro- 
intestinal complications. During the past winter, 
the Asian influenza epidemic resulted in problems 
of management for a few patients, although the 
center's population, as well as those who had been 
previously released, were protected by vaccination. 


Summary 


Although the Salk poliomvelitis vaccine has 
greatly reduced the incidence of poliomyelitis with 
respiratory involvement, there remains a group of 
respirator patients with long-term disability who 
will constitute the residue of epidemics for some 
years yet to come. A program of comprehensive 
care and rehabilitation for this tvpe of patient is 
economically feasible and desirable. 

A group of 100 respirator patients with long-term 
disability were studied to ascertain the value of 
a specialized center for the care of this tvpe of 
patient. Vocational goals and home care programs 
may be realistically planned for the rehabilitation 
of such patients. The teamwork and skills required 
for the management of the patient with long-term 
respiratory paralysis are transferable to the care of 
those with lesser disabilities. 

407 S. 16th St. (2). 
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In the past 15 years there have been numerous 
articles concerning the role of the physician in caus- 
ing symptoms and disability, particularly in rela- 
tion to the heart.’ The term “iatrogenic disease” is 
common. It has been stated that physicians may 
be potent mobilizers of anxiety in patients and 
may often initiate disabling illness by poorly con- 
sidered remarks, acts, or unjustified restrictions. 
Physicians are warned to be cautious in what they 
savy or do before patients and are admonished to 
avoid the slightest misunderstanding, lest they set 
in motion the progression of symptoms which will 
eventually result in the invalidism of a previously 
healthy person. 

This study is an attempt to evaluate the part of 
both patient and physician in the formation of 
symptoms suggestive of angina pectoris, especially 
in patients with normal hearts. Our interpretation 
indicates that the majority of such patients have 
neurotic patterns well established and that exces- 
sive concern with their hearts already has taken 
place by the time a physician is consulted. How- 
ever, the doctor may fail to recognize that the 
symptoms are primarily related to anxiety and, as 
a result, may misinterpret them. In a surprisingly 
large number of instances, the diagnoses of angina 
pectoris and even myocardial infarction are made 
when in reality there is no heart disease. The physi- 
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THE PATIENT AND PHYSICIAN IN) CARDIAC SYMPTOM FORMATION 
ANGINAL SYNDROME 


William N. Chambers, M.D., Hanover, N. H., Joseph L. Grant, M.D., White River Junction, Vt. 


Kerr L. White, M.D., Chapel Hill, N.C. 


This study is an attempt to evaluate the 
part of both patient and physician in the 
formation of symptoms suggestive of angina 
pectoris, especially in patients with normal 
hearts. The data indicate that the majority of 
such patients have neurotic patterns well 
established and that excessive concern with 
their hearts already has taken place by the 
time a physician is consulted. However, the 
doctor may fail to recognize that the symp- 
toms are primarily related to anxiety and as 
a result may misinterpret them, making a 
diagnosis of angina pectoris or myocardial 
infarction, when in reality there is no heart 
disease. 


cian erroneously confirms the patients’ fears about 
their hearts and makes the task of dislodging these 
fears more difficult. On the other hand, the physi- 
cian may fail to make the diagnosis of coronary 
artery disease, when it is present, because of the 
bizarre nature of symptoms which do not fit the 
rigid clinical criteria for the syndrome. 
Method 

Fifty-five consecutive patients with chest pain 
were studied and followed during a six-year period. 
Earlier observations on this group of patients have 
been published."’ Each patient had a thorough his- 
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tory and physical examination, routine laboratory 
studies, and x-rays of the chest, gallbladder, and 
upper gastrointestinal tract. Master’s two-step test 
was performed on all patients who did not have 
electrocardiographic evidence of myocardial in- 
farction. Other studies were obtained when indi- 
cated. Social and personal data were secured from 
the patient, his relatives, social workers, and hos- 
pital records. Because the community is rural and 
the population relatively stable, in many instances 
the medical records of the patients’ entire lives 
were available for study. Psychological evaluation 
was carried out by psychodynamically oriented 
interviews. A minimum of two hours and, in most 
cases, more than four were spent with each pa- 
tient, in addition to time required for the medical 
aspects of diagnosis, treatment, and follow-up. The 
factors resulting in the development of symptoms 
interpreted as “heart disease” and the attitude of 
the patient and his doctors toward his condition 
were carefully recorded. An attempt was made to 
evaluate the patient’s and the physician's part in 
the development of these cardiac symptoms. 

There were three groups: 1. Twenty-five patients 
had classic angina pectoris for at least six months 
followed by a well-documented myocardial infare- 
tion. 2. Twenty-seven patients had cardiac neu- 
rosis; they complained of chest discomfort and other 
symptoms which they referred to the heart, but 
clinically there was no evidence of angina pectoris 
or other heart disease. 3. A third group of three 
patients had chest pain suggesting one of the first 
two diagnoses but not completely fulfilling the cri- 
teria for either. This paper will consider the pa- 
tients in the first two groups. 

The original study was completed six vears ago. 
At that time there were 20 patients in the angina 
pectoris group, 20 in the cardiac neurosis group, 
and 15 in the third group. It has since been pos- 
sible through follow-up studies to clarify the cause 
of chest pain in 12 of the 15 patients in the third 
group. Seven of these patients have been put in 
the cardiac neurosis group and five in the angina 
pectoris group. None of the patients originally 
classified as having cardiac neurosis or angina pec- 
toris were changed. Eleven of the patients with 
angina pectoris have died. No patients in the car- 
diac neurosis group have died. 


Results—Cardiac Neurosis 


The Patient’s Role in Cardiac Symptom Forma- 
tion.—Direct reference to the heart was made by 
19 of the 27 patients in the cardiac neurosis group 
on first consulting the physician. These patients 
were convinced that they had heart disease despite 
no previous contact with a doctor. Although the 
other eight patients did not refer directly to their 
hearts, they complained of chest pain and further 
questioning showed that they also had long-stand- 
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ing and excessive fear of heart disease. When these 
patients with cardiac neurosis were seen later in 
consultation, 15 who had never been told they had 
heart disease by their referring doctors were as 
convinced that they had heart disease as the 12 
patients who had repeatedly been told erroneously 
that they had heart disease. Six patients inferred 
from their physician’s comments that they had heart 
disease. Eight patients made statements which 
careful documentation has established as extreme 
exaggerations concerning what their physicians had 
told them about their hearts, and four patients 
definitely misrepresented facts. 

The average number of doctors consulted by 
each patient in the cardiac neurosis group was 4.7 
compared to only 1.5 for each patient with angina 
pectoris. The patients in the former group went 
from doctor to doctor seeking satisfactory explana- 
tions of their symptoms and attempting to obtain 
confirmation of their beliefs that they had heart 
disease. Many of these patients had been referred 
to the investigators for further medical consulta- 
tion because they had not been satisfied with the 
original opinion that they had normal hearts or 
because their physicians were uncertain of the diag- 
nosis. Eight patients had been seen by six or more 
physicians concerning their heart complaints. Sev- 
enteen patients had been referred one or more 
times by their own physician for further opinion. 
Fourteen patients sought other opinions by going 
from doctor to doctor without being referred. It 
was not unusual for these patients to be consulting 
a number of physicians simultaneously for opinions 
and treatment, apparently deriving different satis- 
factions from each. Several patients in the group 
maintained a balance between their family physi- 
cians, who treated them with cardiac drugs, and 
the consultants, who did not agree that they had 
heart disease. One of these patients, who had been 
seen by one consultant for several years, changed 
to another consultant who accepted her need for 
believing that she had heart trouble, when the first 
physician became insistent that she did not have 
heart disease. It was apparent that, if a patient had 
been studied a number of times with varying diag- 
noses, the positive diagnosis usually was given by 
the patient. If the final opinion was that the pa- 
tient’s heart was normal, these patients insisted all 
the more that they did have heart disease despite 
attempts at reassurance. 

Ninety per cent of the patients in the cardiac 
neurosis group had a strong tendency to dramatize 
their symptoms. They described these graphically 
and referred to their “heart disease” or “heart pain.” 
This was in striking contrast to the patients with 
angina pectoris, who often tended to deny their 
complaints and seldom talked directly about their 
hearts. The phobic, hysterical, and hypochondriacal 
tendencies observed in the former group of patients 
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were marked. It was also apparent that they had 
experienced intense anxiety throughout their lives. 
The anxiety was focused with varying degrees of 
intensity on the heart. In some patients, under cer- 
tain circumstances this would shift from the heart 
to other organ systems. Such patients tended to 
identify with relatives, close friends, associates, or 
public figures who had, or who were thought to 
have had, heart disease. These relationships often 
were not close. 

The onset of chest pain in every patient with 
cardiac neurosis was preceded by increasing emo- 
tional tension and was often associated with de- 
terioration in the life situation. Usually, there was 
a superimposed threat to his interpersonal security 
at the time the symptoms developed. In 17 of the 
27 patients with cardiac neurosis, 18 definite or- 
ganic conditions not related to the heart contributed 
to the chest pain. Similar organic lesions failed to 
produce pain in six other patients in the group. In 
10 of these patients with cardiac neurosis, no ana- 
tomic disease was found by the diagnostic means 
employed. It was apparent that a consideration of 
organic pathology alone was inadequate to under- 
stand completely some of the patients’ “anginal” 
pains and their anxieties. 

The patients with cardiac neurosis showed a high 
degree of secondary gain. In some, the pain repre- 
sented a mechanism for setting limits to their ac- 
tivities and freed them temporarily from intense 
pressures or responsibilities. It seemed to act as a 
means of getting attention and of controlling im- 
mediate members of the family. In others, the 
pain represented an acceptable “excuse” for failing 
to attain life objectives. Monetary compensation 
plaved a large part in six patients who had been 
discharged from military service with an incorrect 
diagnosis of angina pectoris and in one patient in 
civilian life. All of these patients had regressed to 
markedly dependent states of existence. When the 
diagnosis of heart disease was not confirmed and 
withdrawal of compensation became imminent, 
these patients uniformly became resentful and con- 
tinued to insist on the presence of heart disease. 
One patient in this group collected testimonial 
statements from his friends, many of them sworn 
and notarized, to prove the presence and the se- 
verity of his chest pain. A second patient, a 25- 
vear-old_ steamfitter who had received 60% com- 
pensation for four vears, was evaluated completely 
at a Veterans Administration hospital; the diagnosis 
of coronary artery disease was not confirmed, and 
his compensation was revoked. Being dissatisfied, 
he gained admission to another VA hospital, where 
the diagnosis of angina pectoris was made, and 
the compensation was reinstituted. A 50-vear-old 
conductor and morphine addict had received com- 
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pensation for coronary artery disease for 10 years. 
On review of the problem, the diagnosis was not 
confirmed and his compensation was revoked. Two 
days later, while on leave from the hospital, he 
committed suicide. 

The Physician's Role in Cardiac Symptom For- 
mation.—Four of the 27 patients in the cardiac 
neurosis group developed abnormal anxiety con- 
cerning their hearts only after being told by their 
original physicians that heart disease was present 
or suspected. In these patients, the physicians’ atti- 
tudes were considered the primary factors in mobil- 
izing anxiety and aggravating symptoms, either by 
excessive concern over the complaints or by evident 
doubts about the diagnoses. 

The remaining 23 patients in the cardiac neu- 
rosis group had an abnormal degree of anxiety 
concerning their hearts before visiting their doc- 
tors. In 12 of these patients the fears were con- 
firmed and increased when they learned that heart 
disease was, indeed, present or suspected. With 
each of these patients it is considered that the 
physician’s role was of secondary importance in 
mobilizing anxiety and symptoms related by the 
patient to his heart. 

In the 23 patients with angina pectoris, none 
were found in whom a physician was considered 
to be a primary factor in the production of symp- 
toms, but in 4 patients it was considered that physi- 
cians did augment the patients’ fears by their 
attitudes. 

Although abnormal anxiety about heart disease 
appeared to have originated within the patients, it 
was unwittingly encouraged and augmented by 
physicians. Of the 27 patients with cardiac neu- 
roses, 12 had been told previously, by two or more 
physicians, that they had “heart trouble.” A diag- 
nosis of myocardial infarction had been made in 
cight of these patients, and they all had been treated 
for this condition one or more times in civilian or 
VA _ hospitals. 

In reviewing the past records, it was noted that 
in the same patient the diagnosis of coronary artery 
disease was made repeatedly by some physicians 
and denied by others. The family physicians had 
made a diagnosis of coronary artery disease 12 
times in these eight patients, whereas a diagnosis 
of no heart disease was made only once. The con- 
sultants made diagnoses of coronary artery disease 
three times and of no heart disease five times. 
Physicians in the armed forces diagnosed coronary 
artery disease four times in these patients, although 
they diagnosed no heart disease six times. Physi- 
cians in the VA hospitals made a diagnosis of coro- 
nary artery disease eight times. No evidence of 
heart disease was found in any of these patients 
during the final evaluations. 
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Case 1.—In a 50-year-old loom fixer, a diagnosis of coronary 
artery disease had originally been made during military 
service in World War II but was denied during the same 
year at two different military hospitals. The following year 
a diagnosis of coronary artery disease was made by the 
family physician. Subsequently, a diagnosis of heart disease 
was made by the consulting cardiologist. The same patient 
presented himself in 1947 and 1951 at VA hospitals with the 
same complaint, but no evidence of coronary artery disease 
was found on either occasion. 

Case 2.—A 42-year-old accountant was treated for acute 
myocardial infarction in 1951. Review of his record showed 
that he was studied at a military hospital during his service 
three different times between 1942 and 1945 for complaints 
referred to the heart but no heart disease was found during 
each of these three periods of study. Subsequently, this pa- 
tient was studied at the VA hospital on two separate occa- 
sions in 1956 for the same complaints, and again no evidence 
of heart disease was found. 

Case 3.—A 52-year-old public relations expert was origin- 
ally told by his family physician that he had coronary artery 
disease in 1941. This diagnosis was later confirmed at a VA 
hospital five times in 10 years. A diagnosis of angina pectoris 
was made at a large medical clinic in 1946. However, no 
evidence of heart disease was found in the same patient in 
another large clinic in 1952, as well as at the VA hospital in 
1950, 1955, and 1957. 

Results—Angina Pectoris 


Although there was less confusion concerning 
diagnosis in the 25 patients with organic heart 
disease, many difficulties were encountered here 
also. This was often because of the extreme degree 
of denial, insistence on continuing physical activity, 
atypical nature of symptoms, and, frequently, the 
patient's failure to consult the physician for some 
time after the onset of symptoms. Incorrect inter- 
pretation of the electrocardiogram was a further 
source of mistaken diagnoses. 

The need for careful evaluation of symptoms and 
findings and for other consultations often accentu- 
ated the concern of patients who originally had not 
focused on their hearts but had even denied their 
symptoms. As time went on, these patients fre- 
quently came to observe every minor bodily sen- 
sation. One patient who originally had completely 
denied his symptoms gradually became excessively 
concerned during several weeks of indecision and 
study by the physician. Waking himself at night 
to record symptoms in a diary, he also kept elab- 
orate charts indicating episodes of pain, all care- 
fully marked with red and black pencils. Finally, 
with clarification of the diagnosis and the outlining 
of a specific program, his anxiety decreased and he 
returned to more normal activity. 

Other patients with coronary artery disease were 
overtly terrified and behaved as though any physi- 
cal or emotional strain was too great for them. They 
seemed to have “wrapped themselves in cotton 
wool.” Three patients in the group manifested an 
exaggerated form of this behavior. No encourage- 
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ment or reassurance was of any avail in freeing 
them from their fears or helping them to return 
to more normal and productive lives. These three 
men all assumed passive roles in their households, 
managing some of the domestic duties while their 
wives went out to work. Even though they were 
preoccupied with their extreme disabilities, they 
continued to deny that their pains were due to 
heart disease and insisted that they were due to 
indigestion or some other noncardiac cause. In con- 
trast, many patients continued heavy physical ac- 
tivity after their initial episodes of coronary throm- 
bosis despite the urgent advice of the physicians 
to the contrary. 

Many of these patients seemed to work through 
various stages of inability to adjust to their diseases 
as manifested by either denial or invalidism, but 
then they finally accepted it and lived constructively 
within their newly imposed limits. 

The severity of angina pectoris definitely ap- 
peared to be altered in many instances by the 
physician's attitude and by supportive psvchother- 
apy. This was particularly apparent in three pa- 
tients who were originally incapacitated more by 
fear than by pain but who gradually were emanci- 
pated through careful management and finally were 
able to carry on active lives. 

Atypical chest pains and other symptoms in pa- 
tients with known angina pectoris presented diffi- 
cult and confusing problems. Striking differences 
often occurred in ability to perform physical ac- 
tivity. At times, a patient was able to plow an entire 
field with no pain, whereas, on other days, merely 
bending over induced an attack of angina. The 
atypical chest pain often misled the physician in 
the management of the patient. There was often 
failure to recognize that patients with angina pec- 
toris may also have severe degrees of cardiac neu- 
rosis with excessive concern about their hearts. 
Another source of difficulty in diagnosis was the 
presence of other organic lesions which could also 
be associated with chest pain. One patient was con- 
vinced he had angina pectoris. His physician re- 
fused to make this diagnosis and insisted that the 
pain was due to a hiatus hernia. The patient then 
went to a large clinic where a definite diagnosis 
of coronary artery disease with angina pectoris 
was made. The patient returned to his original 
physician who angrily denounced the clinic and 
its opinion and stated, “I am still convinced that 
you do not have heart disease.” The patient then 
changed to a physician who agreed with the diag- 
nosis of angina pectoris. 


Comment 


From this study of 55 consecutive patients with 
chest pain, it is apparent that many are convinced 
that they have heart disease even though it is not 
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present. These patients have a_ well-developed 
group of symptoms which they refer to the heart 
despite the fact that they have had no previous 
contact with a physician concerning this problem. 
They have a tendency to consider that any discom- 
fort or pain in the chest denotes heart disease. They 
dramatize their symptoms and identify with other 
people with heart disease. Their fears are aug- 
mented when they are under increased emotional 
tension, particularly when there are threats to inter- 
personal security. The degree of incapacity result- 
ing from such “heart disease” varies, depending on 
the personality of the individual and his needs at 
the specific time. Some are totally incapacitated, 
whereas others are able to lead an active and con- 
structive life in spite of their symptoms. Patients 
who have received various types of compensation 
because of their heart disease often regress to a 
complete state of invalidism. If this compensation 
or the need for invalidism is questioned, they be- 
come angry and defensive and use many methods 
to insure continuation of the compensation. Once 
an individual has allowed himself to regress to this 
stage of dependency, it is difficult or impossible 
for him to relinquish this way of life even though 
the diagnosis of heart disease has been disproved. 
Their eventual incapacity equals the most serious 
types of heart disease. Sudden withdrawal of long- 
continued compensation may be disastrous. It seems 
highly probable that the conviction that they have 
heart disease may be essential for the functioning 
of some patients in life at certain times. It may 
represent a necessary defense against potentially 
overwhelming anxiety. Under these circumstances 
it is often advisable to allow the patient to main- 
tain his cardiac neurosis even to the point of con- 
tinuing some form of cardiac regimen. 

The concept of iatrogenic heart disease stresses 
the culpability of the physician in the initiation 
of the cardiac neurosis. Our data suggest that only 
rarely does the doctor actually provoke the earliest 
symptoms of this disorder. We are aware of the 
potential role of the physician’s remarks and atti- 
tudes in the formation of symptoms and in increas- 
ing fears and disability in patients. However, during 
this study we became aware of the frequency with 
which patients’ excessive fears and convictions con- 
cerning their heart disease occurred before there 
had been any contact with a physician. We have 
no intention of justifying the physician or condon- 
ing his errors in diagnoses, but we do believe it is 
important to recognize that the source of the car- 
diac neurosis lies in the patient’s, not the doctor's, 
personality. There appears little basis for the un- 
critical acceptance of the prevalent concept of 
iatrogenic heart disease. We are in agreement with 
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Hart,"* who stated that, in cardiac neurosis, heart 
symptoms are present long before the allegedly 
iatrogenic statement or suggestion. 

The physician is often responsible for serious 
mistakes in diagnosis and treatment of patients 
with chest pain, frequently making a diagnosis of 
angina pectoris and even myocardial infarction 
when no heart disease is present. He may also ag- 
gravate preexisting abnormal anxiety about the 
heart by evident doubt about the diagnosis or ex- 
cessive concern over the patient's symptoms. Fur- 
thermore, the physician must recognize that his 
opinion concerning the diagnosis may be only one 
of many to which the patient is exposed. This may 
be either because the patient voluntarily changes 
physician or because of the nature of modern medi- 
cine in which the patient's medical care is frag- 
mented and responsibility is divided between the 
family physician, several consultants, diagnostic 
centers, and civilian, military, and VA _ hospitals. 
The emphasis is primarily on establishing a diag- 
nosis and not in understanding the patient and his 
symptoms. In this way there may be repeated 
changes of diagnoses. In a VA hospital it is not 
unusual to find that one physician has made a 
diagnosis of angina pectoris and the patient has 
been given full disability. On a later hospitaliza- 
tion, another physician, having studied the problem 
thoroughly, finds no evidence of heart disease and 
all compensation is withdrawn. Under these. cir- 
cumstances the patient, not satisfied with a diag- 
nosis in one hospital, may gain admission to an- 
other where the diagnosis he is seeking is confirmed. 

Because of the subtle problems often involved in 
the diagnosis of angina pectoris, the patient’s em- 
phasis on his chest pain and preoccupation with 
other cardiac symptoms are potent factors which 
encourage unwary physicians to make the diagnosis 
of heart disease. Every physician is aware of the 
difficulty of making a specific diagnosis of heart 
disease in a patient whose symptoms are not clear- 
cut and in whom laboratory findings are equivocal 
If the physician is not convinced of the diagnosis. 
it is often difficult for him to convince the patient. 
We believe that it may be harmful to positive 
tell the patient that he has no disease when there 
is doubt. If the patient is anxious already, further 
anxiety may be mobilized by unwarranted and 
superficial “reassurance” by the physician. The 
emphasis must be on a more fundamental under- 
standing of the underlying sources of the patient s 
anxiety and his conflicts. 

The diagnosis of angina pectoris is frequently 
difficult to make because of either the atypical 
nature of many of the symptoms or the patient's 
tendency to deny the presence of pain. Other pa- 
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tients with angina pectoris accentuate their symp- 
toms and become incapacitated because of their 
excessive concern about themselves. The severity 
of angina pectoris and the degree of incapacity 
can be influenced in some instances by the physi- 
cians’ and patients’ attitudes and by psychotherapy. 
The patient with angina pectoris often has a cardiac 
neurosis which is equally severe. Such patients may 
have excessive reactions to their disease and to their 
physical sensations. The anxiety in turn may aug- 
ment the frequency and severity of the anginal 
ittack. 

It often is thought that a dignosis of cardiac 
neurosis excludes the diagnosis of angina pectoris 
or that if angina pectoris is present cardiac neu- 
rosis does not complicate the problem. Actually, it 
is impossible to divide a patient's response in this 
way. Diagnosis by exclusion is usually difficult and 
frequently wrong. The real problem is to determine 
how many of the patient's symptoms are related 
to coronary artery disease and how many are due 
to the cardiac neurosis. If the physician can realize 
that the patient’s symptoms are manifestations of 
his reactions, whether due to coronary artery dis- 
ease or to neurotic anxiety about his heart, then he 
will be able to help the patient to make a more 
satisfactory adjustment. This will not necessarily 
“cure” the heart disease or the neurosis, but it will 


help the patient to understand his symptoms and 
how he can live with them. 


Summary and Conclusions 


Fifty-five patients with chest pain of anginal 
type have been studied comprehensively and fol- 
lowed for six years. Twenty-seven of these patients 
had no evidence of heart disease but were con- 
vinced of its presence. The neurotic pattern was 
well established and the cardiac fixation had al- 
ready taken place by the time they came to the 
physician. They tended to dramatize their symp- 
toms and often would refer to their “heart pain.” 
They were all intensely anxious people whose neu- 
rotic behavior was readily apparent. In 17 of these 
patients organic conditions not related to the heart 
contributed to the pain. Monetary and other forms 
of compensation were strong forces in prolonging 
and aggravating the incapacity. They consulted 
many different physicians, occasionally receiving 
independent treatment from two doctors at once. 
All patients were convinced that they had heart 
disease whether or not they had had previous con- 
tact with the physician. These patients often misin- 
terpreted and exaggerated the physician’s remarks. 

The physician was found primarily culpable in 
precipitating the cardiac neurosis in four of the 
patients. The physician confirmed and aggravated 
preexisting fears in 12 patients. In the remaining 
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11 patients he was considered to have had no 
direct effect. The physician often failed to recog- 
nize that the symptoms were due to anxiety and, 
as a result, misinterpreted them. A diagnosis of 
angina pectoris had been made one or more times 
in these 12 patients in whom no evidence of heart 
disease could be demonstrated. Eight patients with- 
out evidence of heart disease had been diagnosed 
as having myocardial infarction 27 times. They 
were said to have had normal hearts 22 times dur- 
ing the same interval of time. A misdiagnosis in 
favor of organic heart disease was made most fre- 
quently by the family physician. On the other 
hand, the physician often dismissed the diagnosis 
of coronary artery disease when in reality it was 
present because of the bizarre nature of symptoms 
that did not fit rigid clinical criteria for the syn- 
drome. 

The patient with cardiac neurosis has a well- 
developed group of symptoms which he refers to 
his heart. He is frequently convinced he has heart 
disease before consulting the physician. The 
physician may aggravate the patient’s fears by 
his indecision, incorrect diagnosis, and failure to 
understand the cause of the patient’s anxiety. The 
physician is often unable to be certain about the 
differential diagnosis between angina pectoris and 
cardiac neurosis and is frequently culpable of mis- 
diagnosis in favor of organic heart disease. 

The diagnosis of heart disease is often dismissed 
when actual disease is present because of the pa- 
tient’s behavior and the atypical nature of his symp- 
toms. This confusion is greatly increased when the 
patient is exposed to several physicians over a 
number of years, each of whom may have varying 
opinions concerning the diagnosis. The criteria for 
the diagnosis of angina pectoris and cardiac neuro- 
sis must be reevaluated in the direction of the total 
individual response and not simply of the disease 
entity itself. 

2 Maynard St. (Dr. Chambers). 
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Loss of consciousness presents a serious problem 
to modern aviation and in critical areas of industry. 
Syncope is commonly seen at the blood bank, dur- 
ing inoculations, in the dentist’s chair, and during 
moments of stress. Although its occurrence is well 
known, little information is available concerning the 
likelihood of its recurrence in any individual or its 
actual relationship to experimental syncope. It is 
common practice to study the problem of syncope 
with orthostatic measures utilizing the tilt-table or 
eliciting well-known reflexes such as the reflex 
resulting from carotid sinus massage. 

Interest in this problem began with the discovery 
of significant cardiac arrhythmias occurring with 
simple respiratory maneuvers.' Some of these were 
associated with syncope. The respiratory system 
must make constant adaptations to changes in the 
environment associated with flight and altitude ex- 
posure. This facet of information as related to syn- 
cope seemed worthy of further exploration. Eighty- 
two apparently healthy persons engaged in flving 
activity who had experienced syncope were studied,’ 
55 of these with special procedures. It was impres- 
sive to note the number of cardiac arrhythmias that 
occurred in this series, and it was equally impres- 
sive to note the relation of cardiac arrhythmias to 
the experimental production of syncope. Of the 
group studied by experimental procedures, breath- 
ing maneuvers such as breath-holding at the height 
of inspiration and breath-holding after hyperventi- 
lation were most rewarding in illustrating the prob- 
lem of cardiac arrhythmia as related to syncope. 

In the previous study, the subjects evaluated all 
had admitted to episodes of syncope for which their 
future flying careers were placed in jeopardy. It was 
felt that it would be informative to study, by a sim- 
ilar battery of tests, a group of young flying person- 
nel who had previously denied syncope. This also 
provided an opportunity to more carefully evaluate 
the role of atropine in both creating and preventing 
syncope in such a group. Atropine was used in only 
a few instances in the previous study. This report 
is based on the studies of this group. 


Methods and Materials 


Fifty healthy cadets in preflight training were 
brought to the School of Aviation Medicine for 
syncope evaluation. They were volunteers who were 
told only that they would serve as experimental 
subjects for tests at the School of Aviation Medi- 
cine. The nature and purpose of the tests was not 
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SYNCOPE 


The frequency with which a history of one 
or more syncopal episodes is elicited among 
aviation cadets in a flying training program 
was found to depend on the circumstances 
of the questioning. When anonymity seemed 
to be assured, 15 out of 50 admitted having 
had previously undisclosed syncope. Carotid 
sinus massage and certain breathing manevu- 
vers were used to induce experimental 
syncope. During these procedures 21 of the 
50 had one or more syncopal episodes. 
Arrhythmias were seen in 15 of the 21 who 
fainted and in 22 of the 29 who did not 
faint. Cardiac arrhythmias were not induced 
in any case by respiratory maneuvers after 
administration of atropine. The experimental 
procedures were not able to identify the sub- 
jects who had previously experienced syn- 
cope. The results argue against the sup- 
position that syncope itself indicates an 
underlying disease state. 


disclosed in advance. As an incentive, each was 
guaranteed extra time off from duty. The cadets 
represented a relatively young age group. Their age 
span was from 19 to 27 vears, and their average age 
was 21.1 vears. 

All of these individuals had denied previous syn- 
copal episodes in order to gain admittance to the 
aviation cadet flying training program. All subjects 
had been previously examined. They were subjected 
to a battery of special procedures to test the cardio- 
vascular system. This included observation of the 
patient’s blood pressure, pulse, and symptoms and 
signs at rest and on a tilt-table. The subjects per- 
formed breathing maneuvers which included (1) 
breath-holding at the height of maximum inspira- 
tion without bearing down, (2) prolonged breath- 
holding, (3) hyperventilation, and (4) breath-hold- 
ing after hyperventilation. These were repeated in 
the standing and recumbent positions. The carotid 
sinuses were massaged for 15 seconds’ duration, and 
the subject underwent a 15-minute orthostatic toler- 
ance test on the tilt-table. After these procedures, 
the subject received atropine, 1/50 grain (1.2 mg.), 
and the respiratory maneuvers were repeated. 

Each subject was assigned a number which he 
selected from a hat. He was not identified by name 
and was assured that no further attempts would be 
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Clinical Findings 
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in Fifty Persons Subjected to Study for Syncope 


16 


20 


Age 


20 


20 


20 


22 


= 


Clinical History 
None 


Syneope atter 
bilateral carotid 

Syncope 3 hr. after 
immunization 

None 


None 

At age 13 fainted 
after breaking 
finger 

None 


None 
None 


Syncope at age 12 
induced by chest 
squeeze during 
breath-holding 
after period otf 
hyperventilation 

Syneope at age Is 
during chest 
squeeze in full 
inspiration alter 
hyperventilation 

None 


None 


At age 16 was 
sitting with 
feet on stove; 
got up, yawned, 
and passed out 


None 


At age 20 years, 


syncope associated 


with orthostatic 
hypertension 
None 


None 


Syncope at age 1s 
while marching in 
sun while ill 
with influenza 

Syncope at 8 yr., 
after injection 

None 


None 


None 


None 


None 
None 


Experimental Findings 
Breath-holding caused shift of pacemaker to atrial focus; subsequent to atropinization,” breath holding 
tailed to produce shift 
Breath-holding caused shift in pacemaker to atrial focus: once precipitated, other respiratory maneuvers 
could produce shift; two atrial premature contractions were noted; after atropinization, no arrhythmia 
was noted 


Breath-holding resulted in sinus bradyeardia;: earotid sinus massage caused marked slowing to 3s beats per 
minute associated with near syncopal episode; two min. after sarotid sinus massage, rhythm changed to 
nodal rhythm, then to normal sinus rhythm, then to A-V dissociation; hyperventilation followed by breath 
holding indueed atrial rhythm; atter atropinization no changes in pacemaker or cardiac rhythin could be 
induced 

No findings 

During base-line studies, when first placed on tilt table experienced 3 sec, ot 
followed by another period of asystole and escape; atter recurrent episodes of 
developed nodal rhythm, and syncope oceurred 


asystole followed by escape, 


6-see asystole, patient 


Immediately after left carotid sinus massage, felt weak and faint; 2 min. later developed period of asystole 
ventricular escape beat, short period of atrial flutter, and, 
rhythm 


followed by syncope; asystole terminated by 
finally, resumption of normal sinus rhythm: after breath-holding, A-V dissociation with nodal 
occurred: after atropinization no arrhythmia could be elicited by breathing maneuvers 

No findings 

After prolonged breath-holding, change in PR interval to 0.08 see. with upright ‘ 
atropinization breath-holding produced no changes trom normal sinus rhythm 


waves in all leads; after 

Prolonged breath-holding caused change to atrial focus; at height of inspiration with breath holding, period 
of second-degree A-V block: prolonged breath holding followed by episodes of second-degree A-V bloek 
and syncope; after atropinization breath-holding produced no changes trom normal sinus rhythm 


after hyperventilation in 
could be 


breath-holding 
atropinization, ne 


rhythm; 
adequate 


atrial 
atter 


shift to atrial focus and 


premature contraction; 


Breath-holding caused 
duced one ventricular 


induced by breathing maneuvers 


arrhythmias 


After breath-holding, atrial rhythm appeared; after atropinization no arrhythmia could be induced 

After breath-holding there was shift in pacemaker to atrial foeus followed by bradyeardia which persisted 
for 2% min., then A-V dissociation, nodal rhythm, and syncope; atter atropinization no hythmia could 
be induced by breathing maneuvers 

Breath-holding caused a shift in pacemaker to secondary atrial focus 


2 min 
secondary 


atter massage, patient 


atter 


Right carotid sinus massage caused change in pacemaker to secondary site; 
had near synecopal episode; breath holding caused shitt in pacemaker to atrial (ocus; 
atropinization no arrhythmia could be induced by breathing maneuvers 

On release of breath after prolonged breath-holding, one ventricular premature contraction noted; during 
hyperventilation, one ventricular prematurity noted and after tilt to the horizontal position, one atrial 
premature cont action occurred; after adequate atropinization no arrhythmias were noted 

Right carotid sinus massage caused change in pacemaker to secondary atrial foeus; atter breath-holding, 

atrial rhythm and atrial fusion beats noted: breath-holding after hyperventilation produced atrial rhythm 

with seeond-degree A-V block, and A-V dissociation with syneope; breath-holding with patient in recumbent 
position also produced atrial rhythm: after atropinization, breath holding produced no changes from 
normal sinus rhythm 

With patient first placed on tilt-table to obtain baseline blood pressures and studies, A-V dissociation with 
nodal rhythm oecurred and was associated with syncope 

Breath-holding after hyperventilation caused drop in blood pressure with progressive slowing of ecardiae 


rate and syncope 


After prolonged breath-holding, A-V dissociation and nodal rhythm (rate 40 min.), followed by syneope; 


after atropinization, breath-holding produced no changes from normal sinus rhythm 


vaker to secondary atrial foeus; after atropinization, breath-holding 


Breath-holding caused shift in pac 
produced no changes from normal sinus rhythm 

Breath-holding produced immediate slowing of pacemaker and change to atrial rhythm; this was successively 
repeated with breath-holding; atter atropinization, breath-holding produced no changes from normal 
sinus rhythm 

Occasional ventricular premature contractions throughout study 

Breath-holding resulted in shift in pacemaker to secondary atrial focus; after atropinization, breath-holding 
produced no changes trom normal sinus rhythm 

No findings 

Breath-holding caused shift in pacemaker to secondary site; after atropinization, breath-holding produced 
no changes from normal sinus rhythm 
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Clinical Findings in Fifty Persons Subjected to Study for Syncope—continued 


None Left carotid sinus massage followed by sinus arrest with modal escape beat: breath-holding caused sinus 
brandyeardia with A-V block and nodal escape associated with drop in blood pressure and syneope; 
thereafter every breath-holding episode could cause change in pacemaker to atrial focus; after atropiniza 
tion dissociation and changes in pacemaker noted; after adequate time for complete atropinization, 
patient entered normal sinus rhythm which persisted despite breathing maneuvers 

None Breath-holding resulted in shift in pacemaker to secondary atrial focus; after atropinization, breath holding 
produced no changes from normal sinus rhythm 

None During breath-holding patient developed A-V dissociation, felt weak, but recovered; after atropinization, 
breath-holding produced no changes from normal sinus rhythm 

None No findings 

None Breath-holding resulted in shift in pacemaker to secondary site in atria; after atropinization, shifts could 
not be induced 

None Breath-holding was associated with cardiae slowing and in recovery period A-V dissociation and nodal 
rhythm oceurred, cardiac rate dropping to 44/min.; syneope resulted; patient rested in recumbent position, 
was then tilted to the vertical position, resulting in progressive cardiac slowing, short period of asystole 
followed by nodal escape, and syncope; atropinization not followed sufficiently long for evaluation of 
atropine effect 

None No findings 

None Breath-holding resulted in cardiac slowing, A-V dissociation, nodal rhythm; breath-holding after hyperventi 
lation resulted in lower nodal rhythm, A-V dissociation: after atropinization, breath-holding produced 
no changes from normal sinus rhythm 

\t ages 16 and 17, Breath-holding after hyperventilation resulted in shift in pacemaker t« secondary atris focus, also noted 

patient had with breath-holding without hyperventilation; alter atropi ation, breath-holding produced no changes 
episodes of from normal sinus rhythm 

syneope after long 

periods of reading 

or watching 

television 

None At onset of base-line studies with patient first assuming position on tilt-table, there was shift in pacemaker 
to nodal rhythm followed by a 5-sec. period of asystole and syncope; atter recovery p i, breath-holding 
would produce A-V dissociation and nodal rhythm: near syncope occurred during recovery period after 
breath-holding; after atropinization, normal sinus rhythm developed and n further arrhythmias or 
syneope could be induced 

1 min. after right carotid sinus massage, sinus bradyeardia followed by ift in pacemaker to atrial, ther 
nodal, focus, associated with near syneopal episode; atter reeovery, bre holding alone was associated 


with marked cardiac slowing and near syncope; after atropinization, breath-holding produced no changes 


from normal sinus rhythm 
None No findings 
None After right carotid sinus massage, marked decrease in blood pressure t 1 radyeardis 
and syncope 
Syneope occurred Breath-holding resulted in cardiave slowing with shift in pacemaker to secondary atrial site; during prolonged 
while donating breath-holding, there was a 2-sec. period of asystole associated marked decrease in blood pressure 
blood and near syncope: after atropinization, breath-holding produced 1 ur trom normal sinus rhythm 
Syncope occurred Breath-holding resulted in two atrial premature contractions; breath-holding after hyperventilation re 
following injection sulted in A-V dissociation, nodal rhythm, and oceasional atrial premature contractions; after atropiniza 
of procaine tion, breath-holding produced no changes trom normal sinus rhythm 
Syneope induced by Breath-holding resulted in A-V dissociation with nodal rhythm: breath-holding after hyperventil: 
blowing against resulted in A-V dissociation with nodal rhythm: upon expiration, nodal tachycardia ensued associ: 
thumb after with near syncopal episode; after atropinization, breath-holding produced no changes from normal 
period of rhythm 
hyperventilation 
None Breath-holding resulted in shift in pacemaker to secondary atri: : after : ppinizution, breath-holding 
produced no changes from normal sinus rhythm 
None Breath-holding resulted in A-V dissociation and nodal rhythm: ¢ atropinization, breath-holding pro 
duced no changes from normal sinus rhythm 
None Left carotid sinus massage resulted in cardiac slowing with shift in pacemaker to secondary focus, atrial 
rhythm, nodal beat, and asystole followed by syncope; thereafter repeated episodes of breath-holding 
resulted in shift of pacemaker to secondary atrial focus with atrial rhythm, A-V dissociation, and nod: 
rhythm: after atropinization, breath-holding produced no changes trom normal sinus rhythm 
None Two minutes after right carotid sinus massage, first-degree A-V block occurred tollowed by second-degree 
A-V block, with an &-sec. period of no ventricular response tollowed by syneope 
Sell-initiated On every occasion immediately after release of breath, patient developed A-V dissociation with block; this 
syneope did not reeur after administration of atropine 
Syneope at age 14 At onset of base-line studies when patient first assumed position on tilt-table, A-V dissociation with nodal 
while laceration rhythm occurred followed by syncope; 41 sec. after right carotid sinus massage, period of asystole 
was being sutured followed by syncope: breath-holding was not done in this person 
and, on another 
occasion, alter 
venipuncture 
None Breath-holding resulted in shift of pacemaker to secondary atrial focus; 30 see. after left carotid sinus 
massage, marked cardiac slowing with nodal rhythm and syneope: thereafter breath-holding produced 
nodal rhythm with syncope: after atropinization, breath-holding produced no changes from normal sinus 
rhythm 
None No findings 
Syneope while No findings 
running 2-mile race 
at 1.75-mile mark 


* Frequent arrhythmias (e. g., A-V dissociation) were noted immediately after injection of atropine due to initial atropine effect. All maneuvers 
to test full atropinization were performed at 6 min. or more after intravenous administration to avoid confusion of early transitory effects of 
atropine with the syneope procedures 
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made to identify the number with the subject's 
name. He was then asked to report whether he had 
truly had any syncopal episodes in the past and 
what the circumstances surrounding these were. 
The purpose of this was to detect, if possible, an 
index of the number of individuals entering a flying 
training program who intentionally suppressed in- 
formation relative to previous syncopal episodes in 
order to be accepted in the program. 


Fig. 1 (case 31).—Continuous lead 2 shows progressive 
slowing, with eventual sinus arrest and nodal escape. This 
was result of orthostatic influences. 


Results 


One of the most interesting facets of this study 
was learning the true incidence of syncope in such 
a group. Of the 50 aviation cadets, 15 (30%) ad- 
mitted to previous undisclosed syncope. 

During the experimental procedures, 21 (42%) of 
the subjects had one or more syncopal episodes, or 
near enough to syncope to stop the precipitating 
cause. Of the group having experimental syncope, 
15 (71%) had _ significant cardiac arrhythmias 
associated with the syncopal episode. Two of 
the subjects having cardiac arrhythmias associated 
with syncope also had significant drop in blood 
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pressure at the onset of the arrhythmia. In seven 
subjects, breath-holding produced syncope with 
arrhythmia. One subject had syncope with arrhyth- 
mia secondary to breath-holding after hyperventila- 
tion. In five subjects, carotid sinus stimulation pro- 
duced arrhythmia associated with syncope. Five of 
the 15 subjects had syncope associated with arrhyth- 
mia due to orthostatic influences. This represented 
all cases of syncope due to orthostatic influences. 
The apparent discrepancy in numbers is due to the 
fact that a few subjects had syncope from more 
than one precipitating factor. 

Syncope may occur with breathing maneuvers in 
the absence of apparent significant cardiac arrhyth- 
mia. There were 11 subjects (22%) in all who had 
syncope with breath-holding maneuvers and an 
additional subject who had syncope with breath- 
holding after hyperventilation. Often the syncopal 
episode occurred during the recovery phase after 
breath-holding. The true incidence of syncopal epi- 
sodes which might be precipitated by such breath- 
ing maneuvers is slightly higher than this, as those 
individuals who had strong orthostatic influences 
were not always subjected to the remainder of the 
experimental protocol. This decision was made 
since these individuals could not be properly evalu- 
ated concerning their response to specific stimuli. In 
9 of the 21 subjects, syncope could be induced with 
carotid sinus massage (five associated with cardiac 
arrhythmia and four without arrhythmia ). Syncope 
commonly occurred after rather than during mas- 
sage. In five of the subjects syncope could be in- 
duced by orthostatic influences (all five were asso- 
ciated with arrhythmia ). 


Fig. 2 (case 5).—Continuous lead 3 taken within three 
minutes after patient had been standing on tilt-table (up- 
right 90 degrees). Sinus arrest with escape beats occurred 
and syncope followed. Artifact of muscle tremor is present. 
Subject was tilted to recumbent position and recovered. 


Of the 15 cadets who admitted to previous syn- 
copal episodes that had not been previously dis- 
closed, 7 developed experimental syncope during 
the procedure. This, of course, means that eight 
other subjects who had previous clinical syncope 
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had no syncopal episodes during the experimental 
procedures. Fourteen subjects who experienced syn- 
cope under experimental conditions denied any 
previous episode of clinical syncope. 

In all the examples of syncope in this series, none 
were induced by breath-holding at the height 
of inspiration. All syncopal episodes secondary to 
breathing maneuvers were due to prolonged breath- 
holding and/or breath-holding after a period of 
hyperventilation. Breath-holding after hyperventila- 
tion commonly produced effects similar to pro- 
longed breath-holding. Therefore, it is listed in a 
separate category only when it alone, as an addi- 
tional stress mechanism, induced a syncopal episode. 

Of the 50 subjects undergoing the experimental 
syncope procedures, 37 (74%) demonstrated some 
form of cardiac arrhythmia. In 22 instances, the 
cardiac arrhythmia occurred without subsequent 
syncope. More than one form of stress was capable 
of producing arrhythmia in a number of the indi- 
viduals. In 26 subjects (52%), cardiac arrhythmia 
of some type could be induced by breath-holding 
and by breath-holding after hyperventilation. In 
two additional cases, cardiac arrhythmia was_ in- 
duced only by breath-holding after hyperventila- 


| 


Fig. 3 (case 35).—Top strip demonstrates base-line lead 2 
for patient in recumbent position. Remaining tracing is con- 
tinuous lead 2 taken within three minutes after patient had 
been tilted to upright (90-degree) position. Sinus arrest 
with nodal escape and slow nodal rhythm is demonstrated 
This occurred at onset of base-line studies to begin proce- 
dures. 


tion. Twenty-eight (56%) of the cadets had some 
form of cardiac arrhythmia after one of the respira- 
tory maneuvers. Eight cadets (16%) demonstrated 
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cardiac arrhythmias after carotid sinus massage. 
Five cadets (10%) developed cardiac arrhythmia 
associated with orthostatic stress. It is interesting to 
note that of the seven subjects who had a previous 
clinical episode of syncope as well as having syn- 
cope during he experimental routine, six had syn- 
cope secondary to breath-holding and one due to 
orthostatic influences. 


Fig. 4 (case 6).—Above, continuous lead 2 demonstrates 


period of cardiac arrest terminated by escape beats and 
transitory atrial flutter. This episode occurred two minutes 
after carotid sinus massage with patient standing (90 de- 
grees) on tilt-table. Below, continuous lead 2 after tilting 
of patient to the horizontal position demonstrates atrial 
rhythm. Second strip shows atrial rhythm with A-V dissocia- 
tion. Note inverted P wave just emerging before the last 
ORS event 


In 30 instances in which a cardiac arrhythmia 
was induced by respiratory maneuvers, atropine 
was administered. After adequate atropinization 
(approximately six minutes after the injection of 
1/50 grain of atropine), in no instance were any 
cardiac arrhythmias induced by any of the respira- 
tory maneuvers. 

A very brief summary of the findings in the indi- 
vidual cases is presented in the table. 

Comment 

The incidence of syncope in this group of cadets 
beginning flying training suggests that the reported 
low incidence of syncope in cadets is entirely fic- 
titious and represents a suppression of information 
by the cadet applicants in order to gain entrance 
into the program. If a similarly high incidence of 
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syncope should exist in all of the individuals ac- 
cepted for preflight training, it may be assumed 
that between 18 and 42% of all pilots beginning 
fiving training have already experienced some form 
of clinical syncope. (The observed proportion of 
30% is a sample estimate of the true proportion in 
the total population of pilots beginning flving train- 


4 
+ 


Fig. 5.—A (case 9), A-V block occurs just at the height 


of inspiration and onset of breath-holding. B (case 9), more 


persistent second-degree A-V block during prolonged breath- 
holding. C (case 10), continuous lead 2 demonstrates change 
in pacemaker occurring with breath-holding. D (case 3), 
lead 3 demonstrates atrial rhythm and A-V block precipi- 
tated by breath-holding after hyperventilation. 


ing. As such, it is subject to sampling variation. Us- 
ing a confidence interval of 2c, it can be expected 
that there is only 1 chance in 20 that the true pro- 
portion having an episode of syncope lies below 18 
or above 42%.) Needless to say, a large percentage 
of these individuals complete their flying training 
and carry out to completion a useful flying career. 

Syncope as Underlying Disease State. The rela- 
tively high incidence of syncope in a normal avia- 
tion cadet preflight group is strong argument against 
the concept that syncope itself presents an under- 
lying disease state. It is difficult to assume that 30% 
of our highly selected, apparently healthy young 
men have an underlying disease process or disease 
complex which causes them to be subsequent haz- 
ards to flying or other crucial industrial situations. 

Cardiac Arrhythmias.—In this series, it was 
impressive to note the high incidence of cardiac 
arrhythmias associated with syncopal episodes. Car- 


diac arrhythmias appeared to be important even in 
the presence of experimental orthostatic syncope. 
While it was previously noted " that cardiac ar- 
rhythmias were important in syncope induced by 
respiratory maneuvers, this finding in orthostatic 
syncope suggests their importance in other forms of 
syncope as well (fig. 1, 2, and 3). Subjects 5, 17, 
31, 35, and 47 demonstrated significant cardiac 
arrhythmia in association with their syncopal epi- 
sodes. 

Carotid sinus massage induced syncope, com- 
monly presenting both cardiac arrhythmia and vaso- 
depressor response (fig. 4). The respiratory maneu- 
vers presented the largest number and the largest 
variety of cardiac arrhythmias. Passive rhythms, in- 
cluding atrial rhythm, A-V dissociation with nodal 
rhythm, and lower nodal rhythm were commonly 
noted (fig. 5, 6, and 7). One episode of nodal 
tachycardia was also observed (fig. 8). 

In some instances cardiac arrhythmias were dis- 
tinctly obvious as the major factor precipitating a 
syncopal episode. In the presence of cardiac arrest 
with no cardiac beat, no alternative explanation 
seems feasible. In those cardiac arrhythmias which 
resulted in marked depression of the cardiac rate, it 
might be assumed that the accompanying cardiac 
arrhythmia in the presence of other factors was 
sufficient to create syncope. In the event that any 
degree of vasodepressor syncope is present with 
peripheral arteriolar dilatation, progressive depres- 
sion of the cardiac rate further compromises cardiac 
output. This in turn can be expected to lead to 
cerebral ischemia and present as a syncopal epi- 
sode. As indicated in a previous paper,’ the respira- 
tory reflexes which originate from stretch receptors 
within the lungs stimulate the same efferent reflex 


Fig. 6 (case 19).—Continuous lead 2 demonstrates onset 
of nodal rhythm with breath-holding. 


pathways that are stimulated by the carotid sinus 
afferent nerves. Thus, one should expect both vaso- 
depressor and cardiac arrhythmia responses when 
the respiratory stretch reflex is stimulated. In this 
series, the cardiac arrhythmias seem to be a major 
factor. 
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Effect of Atropine Administration: Another inter- 
esting finding was that cardiac arrhythmias were 
not induced in any case by respiratory maneuvers 
after the administration of atropine. This strongly 
suggests that adequate atropinization provides a 
protective mechanism against developing cardiac 
arrhythmias by stress procedures. It follows that 
previous experimentation * which has utilized ortho- 
static tests with the concomitant administration of 
atropine has protected the experimental subject 
from demonstrating cardiac arrhythmias. It seems 
that not only may atropine act to produce syncope 
by creating visceral pooling but also it may prevent 
syncope by abolishing vagal reflexes which cause 
cardiac inhibition and result in cardiac arrhythmia. 
Impending syncopal episodes were prevented on 
several occasions in subjects of this series by the 
intravenous administration of atropine. 

Changes in Electrolyte Pattern: One might ask 
what role shifts in electrolytes might play in the 
cardiac arrhythmias precipitated by respiratory ma- 
neuvers. It is pertinent to point out that cardiac 
arrhythmias were induced in subjects by prolonged 
breath-holding and also by breath-holding at the 
height of inspiration after hyperventilation. In the 
former instance with prolonged breath-holding, car- 
bon dioxide retention should result in a tendency 
toward respiratory acidosis. In the latter instance, 
hyperventilation should tend toward respiratory 
alkalosis. Regardless of these two extremes in the 
assumed change in electrolyte pattern, cardiac 
arrhythmia was induced. 


Fig. 7 (case 33).—Continuous lead 2 demonstrates lower 
nodal rhythm induced by breath-holding after hyperventila- 
tion. 


A point of some interest in this series was the 
absence of syncope occurring immediately with 
breath-holding at the height of inspiration. Two 
subjects in the previous reported series of syncope 
patients * did present this finding. 
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Effect of Age: This particular group of subjects 
is not entirely comparable to those previously 
studied as they obviously represent a somewhat 
younger age group. It is well known that differ- 
ences in vagotonia occur with different age groups. 
Marked sinus arrhythmia is more prone to occur in 


Fig. 8 (case 41).—Lead 2 demonstrates nodal rhythm and 
burst of nodal tachycardia induced by breath-holding after 
hyperventilation. 


the vounger individual. Whether this is a significant 
difference in the two groups studied to date is not 
known. 

It is apparent from the study of this small group 
of aviation cadets that the incidence of clinical 
syncope in cadet applicants is considerably higher 
than has been previously supposed. Much needs to 
be done before any statement can be made concern- 
ing selection techniques to predict the future occur- 
rence of syncope in any individual. It is highly 
significant that 14 individuals who presented experi- 
mental syncope by currently used procedures had 
apparently never experienced syncope on any other 
occasion. On the other hand, the experimental pro- 
cedures were not able to identify the subjects who 
had previously experienced syncope. An individual 
may be syncope prone at one period of his life due 
to temporary circumstances (e. g., recent excessive 
rapid weight loss) and not be syncope prone on 
subsequent occasions. 

Summary 

Fifty young, apparently healthy aviation cadets 
in preflight training were evaluated in regard to 
syncope. Thirty per cent of these subjects admitted 
to previous, undisclosed syncope when they were 
not in fear of detection or removal from the train- 
ing program. Twenty-one of the cadets experienced 
experimental syncope during the syncope proce- 
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dures. Cardiac arrhythmia was frequently associated 
with the syncopal episode and cardiac arrhythmia 
was frequently induced by respiratory maneuvers 
without syncope. Intravenously given atropine ap- 
parently prevented recurrence of cardiac arrhyth- 
mia induced by respiratory maneuvers. Significant 
cardiac arrhythmia was also noted in simple ortho- 
static syncope. 
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EXPERIENCE WITH MEDICARE 


Paul I. Robinson, M.D., New York 


Last year at this time, it was only possible to 
report that the Dependents’ Medical Care Program 
(Medicare), for wives and children and dependent 
husbands of active duty personnel of the uniformed 
services, had been placed in being. The program 
had been in effect barely six months. Now, de- 
pendents have been receiving care from civilian 
physicians in civilian hospitals for 18 months. By 
March, 1958, $35,957,020 had been paid to physi- 
cians and $35,154,621 to hospitals, and these 
amounts were reimbursed to Blue Cross, Blue 
Shield, state medical associations, and insurance 
companies who are acting as fiscal administrators 
under contract. These remarks are directed toward 
analysis of two phases of this program: (1) what it 
is doing for the uniformed services and (2) what it 
is doing for the profession of medicine. 

As of March 1, 1958, physicians of all states, the 
District of Columbia, the territories of Hawaii and 
Alaska, and the Commonwealth of Puerto Rico par- 
ticipated in the program. Four states reported 34.8% 
of all physicians’ claims; California, reporting 79,831 
(18.2%) physicians’ claims, led, and Texas followed 
with 35,700 (8.1%). Next were Virginia, reporting 
19,876 (4.5%), and Florida, with 17,572 (4.0%). North 
Dakota had the fewest claims and Alaska next few- 
est. By geographical area, the Pacific states led with 
21.9% and next came the South Atlantic states with 
21.6%. The New England states had the fewest 
(5.5%). Sample studies in several states indicate that 
from 30% to 40% of registered physicians have cared 
for one or more patients. These same studies indicate 
that 77.3% of the participating physicians had been 
paid less than $500 each, and only 0.2% had re- 
ceived $10,000 or more. It is evident that the patients 
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Wives, children, and dependent husbands 
of active duty personnel of the seven uni- 
formed services have been receiving care 
from civilian physicians in civilian hospitals 
under the Medicare program. An analysis of 
results after 18 months of operation indicates 
the value of this program. Sample studies 
show that 41.4% of the care rendered has 
been obstetrical and that initiation of the 
program was followed by a marked drop of 
deliveries in uniformed services facilities and 
a marked increase of deliveries in the civilian 
facilities. A comparison of average daily pa- 
tient loads showed that an average of 54% 
more dependents a day received medical 
care at government expense in 1957 (under 
the Medicare program) than in 1956 but 
that the number receiving such care in uni- 
formed services facilities decreased by 
11.6%. Additional evidence that Medicare 
is acceptable to uniformed personnel was 
obtained by questionnaire. Allegations that 
it had inflationary effects and influenced 
physicians to overcharge lack cogent proof, 
and it is believed, rather, that physicians 
themselves can control those few who charge 
unreasonably. The program has _ brought 
medical care to many people who apparently 
would not have gone to the hospitals of the 
uniformed services. It represents a challenge 
to the facilities of the uniformed services to 
adjust their methods of affording medical 
care to dependents, but it also represents a 
challenge to jocal medical associations in 
the areas of schedules of allowances and 
their utilization. 


4 
* 
> 
tes 
4 
‘ 
4 
¢ 


Vol. 168, No. 12 


are being cared for in greatest numbers in those 
states with the largest troop concentrations. As far 
as the profession is concerned, the program is a 
small one but it is extremely widespread in its ap- 
plication because personnel of the uniformed serv- 
ices reside in every hamlet of the United States and 
their dependents many times return to their homes 
when they are unable to accompany their sponsors. 
This is well illustrated by the fact that 88% of all 
of the dependents cared for in West Virginia were 
residing apart from their sponsors and 43% of all 
patients in the program were residing apart from 
their sponsors because of the exigencies of the uni- 
formed service. 
Effect on Physicians’ Fees 

At the inception of the program, the Office for 
Dependents’ Medical Care depended a great deal 
on the experience and wisdom of the state medical 
associations in many aspects of the program. Nota- 
ble in this regard was the determination as to 
whether or not the schedules of allowances would 
or would not be published to the physicians of the 
state. There was, and still is, a great difference in 
philosophy of state medical associations as to phy- 
sicians charges. Some, our experience would indi- 
cate, believe that physicians should be entitled to 
a fixed fee, regardless of type of practice or state of 
training. These states published their schedules of 
allowances, and, with few exceptions, physicians 
charges conform therewith. Others were of the 
opinion that every physician should know the maxi- 
mum negotiated allowance but that he should 
charge his usual fee. These states also published 
their schedules but encouraged physicians to charge 
their usual charges. Our experience in these areas 
indicates that there are a considerable number of 
physicians who do charge below the maximum of 
the schedule but by far the greater majority charge 
the amount published in the schedule. A_ third 
group of states feels that physicians should deter- 
mine their charges in each individual case, consid- 
ering all factors. They have not published their 
schedules but have assured their physicians that a 
fair and equitable amount has been negotiated and 
have instructed them to charge an amount equal to 
their ordinary charge for patients in like circum- 
stances. Our experience in this group of states 
indicates that the physicians charges conform, in 
general, to normal civilian practice, a considerably 
greater number being below the modal amount and 
a few being higher than the schedule. 

It is not considered to be within the scope of the 
Office for Dependents’ Medical Care to express an 
opinion on this great problem of physicians’ remu- 
neration. We are aware of the allegations that in- 
surance, Blue Shield, and other similar programs 
are having inflationary effects and influence physi- 
cians to “overcharge.” Our experience does not dic- 
tate that we subscribe to this allegation. We believe 
that the vast majority of physicians’ charges in our 
program are reasonable and not seriously out of 
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line with those in civilian life. We believe that 
physicians themselves can control those few who 
charge unreasonably, and we have in our files many 
examples of just such actions on the part of Medi- 
care committees within the states. The physicians 
of the nation have a challenge in this program in 
that they have a distinct opportunity to control 
many features of its operation. 


Type of Care Rendered 


Sample studies have indicated that 41.4% of the 
care rendered in the program is for obstetric serv- 
ice. While the figures are not exactly comparable 
because of different definitions of stillbirths used in 
uniformed services facilities and in some of the 
states in civilian life, it is appropriate that this field 
be discussed. In 1956 (January through August), 
there were 114,129 deliveries in uniformed services 
hospitals in the United States, Alaska, Hawaii, and 
Puerto Rico; in the same months for 1957, there 
were 82,805 births in these facilities. In civilian 
facilities, under the Dependents’ Medical Care Pro- 
gram during the same period of time (1957), there 
were approximately 77,910 deliveries. 

In other words, there had been a reduction in 
uniformed services facilities of 31,324 deliveries in 
the same period from 1956 to 1957. If the civilian 
program was responsible for all of this reduction, 
it had also taken care of 46,586 additional deliver- 
ies. It was impossible to extend this study further 
into 1957 and 1958 because of incomplete informa- 
tion in the Dependents’ Medical Care Program. If 
this had been possible, it is likely that a still greater 
drop of deliveries in uniformed services facilities 
would have been noted and an increase in the 
civilian program. This is understandable. Expectant 
mothers desire personal attention by one physician, 
they like privacy, they like to discuss the type of 
anesthesia they will be given, and they dislike 
long waiting periods. They feel they have a better 
chance of getting all of this in the civilian program, 
and the uniformed services may have to make some 
changes in many of their installations if they desire 
to continue active and large obstetric services. 

On the basis of an average daily patient load 
study made in the same comparative period (Janu- 
ary through August, 1956-1957), while obstetric and 
gynecologic care given in uniformed services fa- 
cilities dropped 19.7%, all other care for dependents 
dropped only 5.8%. It is known that there was a 
considerable backlog of tonsillectomies in many 
uniformed services clinics and that scores of these 
operations were accomplished in the early months 
of the civilian program. There has been a reduction 
of approximately 2% in troop strength. Certain 
uniformed services facilities are not staffed and 
equipped to accomplish all procedures of a medical 
nature. In view of these considerations, the drop of 
5.8% in all care except that in obstetrics and gyne- 
cology may not be more than expected or desired 
by the uniformed services. 
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Choice of Government and Civilian Facilities 


Since the hearings before the Appropriations 
Committee of the House of Representatives in 
April, 1957, there has been considerable discussion 
in the Defense Department and in civilian medical 
and hospital forums of the policy of permitting the 
patient to have “free choice” between uniformed 
service and civilian facilities and physicians. You 
are aware of the fact that the law affords an op- 
portunity for restriction of those dependents who 
reside with their sponsors (approximately 57% of 
dependents who have participated in the program). 
Sincere attempts have been made to compare costs 
of medical care in uniformed services facilities with 
those in civilian communities. At this time, no valid 
comparison has been made. It is our opinion that 
much more detailed studies will have to be con- 
ducted before any conclusions can be drawn. There 
are many other factors which must be given thought 
when restrictions of “free choice” are considered. 

Hospital admissions are cheaper to the de- 
pendent in uniformed service facilities, because for 
civilian care they must pay $25 for any period in 
the hospital of 14 days or less whereas in uniformed 
services hospitals they pay only $1.75 per day. 

A small number of state medical associations sin- 
cerely feel that the Dependents’ Medical Care Pro- 
gram should be operated on an indemnity basis. 
A great many more, however, are just as sincere in 
their beliefs that the program would not be success- 
ful if operated on an indemnity basis. The adminis- 
tration of the program, part indemnity and part full 
coverage, insofar as physicians’ service is concerned 
would be most difficult, if not impossible. To the 
services this would mean that physicians in the in- 
demnity states could charge patients additionally 
whereas in other states they could not. Insofar as 
hospitalized dependents are concerned, physicians’ 
charges are on a full service basis. But hospital 
charges are on a deductible basis, as are physicians’ 
charges for authorized outpatient care. The Medi- 
care plan is an individual plan designed to furnish 
medical care specifically to dependents of uni- 
formed services personnel. Continued efforts are 
being made to acquaint everyone with the plan in 
its proper perspective. This difference of opinion 
among state medical associations as to the type of 
program is perhaps a reflection of a continuing issue 
in the acceptance of voluntary health insurance. A 
change in the method of operation of the Depend- 
ents Medical Care Program would probably have 
very little influence on the ultimate solution of the 
problems in the health planning field which con- 
front physicians of the nation, the health insurance 
industry, and the government. 

The average daily patient load of dependents in 
uniformed services facilities in the United States, 
Alaska, Hawaii, and Puerto Rico during the period 
of January through August, 1956, was 6,876, where- 


as in the same period of 1957 it was 6,075, a de- 
crease of 11.6%. In the same period and area the 
average daily patient load in civilian facilities un- 
der the Dependents’ Medical Care Program was 
4,531. In both uniformed service and civilian facili- 
ties, an average of 10,606 dependents each day re- 
ceived medical care in 1957, as against 6,876 in 
1956. In other words, an average of 54.2% more 
dependents a day received medical care at govern- 
ment expense in 1957 than in 1956. 

Since September, 1957, 750 questionnaires have 
been sent to sponsors whose dependents have re- 
ceived care in civilian facilities under the program. 
In answer to a question as to why they chose to use 
the civilian program rather than a uniformed serv- 
ice facility, 43.6% said they resided too far from a 
uniformed service hospital; 14.9% stated that the 
type of care required was not available at uniformed 
service hospital; 13.8% preferred civilian facilities 
for diverse reasons; 12.8% said the uniformed serv- 
ice hospital was inadequate or overcrowded; 7.0% 
preferred the services of a particular physician or 
hospital; 5.0% received emergency care; and 2.9% 
stated the civilian facility was more convenient. 

In an open section for general comments on the 
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program, 25% gave gratuitous praise to the pro- 
gram, 48% had no comment, and the remaining 27% 
commented that they thought the program should 
be extended to include outpatient care, dental care, 
drugs, and other items or made comments on costs 
to them being rather high or information being 
difficult to find. In general, the replies to these 
questionnaires lead us to believe that the program 
has a high degree of acceptance among uniformed 
services personnel. 


Summary and Conclusions 


Evidence is available substantiating the belief 
that the Dependents’ Medical Care Program is ren- 
dering medical care to those who could not reason- 
ably obtain this service in hospitals of the uniformed 
services. In general, the program has had excellent 
reception by the physicians of the United States. 
However, it presents a distinct challenge to local 
medical associations in their own operational re- 
sponsibilities in the areas of schedules of allow- 
ances and their utilization. It also presents a real 
challenge to the uniformed services medical facili- 
ties in improving care for dependent patients. The 
Office for Dependents’ Medical Care desires to 
recognize the invaluable assistance which has been 
given to it over the past year by the surgeons general 
of the U. S. Army, Navy, Air Force, and Public 
Health Service, by the advisory committees of the 
American Medical Association, the American Hos- 
pital Association, and the Secretary of Defense, and 
by the state medical associations and their fiscal 
administrators, who have always been considerate 
and helpful in arriving at solutions to perplexing 
problems. The personal interest and unfailing sup- 
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port of the Secretary of the Army, as executive 
agent for the program, has been one of the great 
contributing factors to the success of the program 
during these trial months. The Office for Depend- 
ents’ Medical Care will continue to try to admin- 
ister the program with the interests of all the uni- 
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formed services and all the physicians and hospitals 
of the nation in mind in an endeavor to render 
medical service to dependents of the active mem- 
bers of the seven uniformed services in conformance 
with the desires of Congress. 

1 Madison Ave. (10). 


HEMATURIA IN BOXERS 


Aaron H. Kleiman, M.D., New York 


Significant hematuria, defined in this study as 
six or more red blood cells per high-power field, is 
generally regarded as a serious symptom for which 
a complete urologic investigation is indicated. Little 
mention is made in the literature, however, of such 
surveys in groups of athletes. After exercise or 
training, blood is commonly found in the urine of 
athletes engaged in all contact sports, including 
boxing.' In such men exercise may be considered 
as a provocative test demonstrating hematuria 
which may not be present at rest. Such hematuria, 
while usually innocent, transient, and painless, 
may also be indicative of prodromal states in the 
kidney which require careful investigation and 
treatment. 

The present report is based on a three-year uro- 
logic study of 764 professional boxers participating 
in 150 events at Madison Square Garden and St. 
Nicholas Arena in New York. A series of investiga- 
tions was conducted which demonstrated a correla- 
tion between boxing hematuria and morphologic 
and physiological changes in the upper urinary 
tract. These observations suggest that boxing hema- 
turia is usually of traumatic and mechanical origin. 
It is hoped that these studies will help to supple- 
ment existing knowledge concerning the nature of 
renal trauma. 

Methods 


The investigation included (1) clinical and lab- 
oratory examinations during the day of the bout, 
(2) observations of boxers in the ring, (3) roent- 
genographic examinations of the urinary tract in 
100 boxers with significant hematuria, and (4) 
supplemental clinical studies of boxers, other ath- 
letes, and groups of nonathletes for control ob- 
servations. 

Clinical Examination During Day of Bout.~The 
mid-day examination was conducted in the medical 
offices of the New York State Athletic Commission 
prior to the weighing-in of the pugilists. Complete 
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Disturbances of renal and vesical function 
were studied in 764 professional boxers 
participating in 150 events during a three- 
year period. A urologic history was obtained 
from each subject, and altogether 2,200 
specimens of urine were obtained before 
bouts for comparison with specimens ob- 
tained after bouts. Comparisons were also 
possible between 132 substitutes who were 
prepared to box but not called upon to do 
so and pugilists who did box. Only 1,518 
urine specimens were obtained immediately 
after bouts because 550 boxers were unable 
to urinate for several hours after the bout. 
Significant hematuria (6 or more red blood 
cells per high-power field) was found in 415 
(27% of 1,518) postbout specimens of 
urine; 30 specimens were salmon pink, 8 
were bright red, and 4 were dark red. A 
significant number of boxers showed con- 
sistently normal urinalyses even after four 
or more bouts. Roentgenographic studies re- 
vealed structural adnormalities of the kidneys 
in many cases of hematuria and suggested 
that such defects render the kidneys more 
susceptible to the trauma of boxing as 
demonstrated by the high incidence of re- 
current prebout hematuria. 


physical examinations were made by Drs. Alexander 
Schiff, Vincent Nardiello, and Samuel Swetnick. | 
obtained a urologic history from each subject and 
collected samples of urine by the two-glass method. 
Urinalyses were then performed, and clinical and 
laboratory data were recorded. In all, 2,200 prebout 
urine specimens were collected. 

Before his scheduled bout, I reexamined each 
boxer in the dressing room. Temperature, blood 
pressure, pulse rate, and respiration rate were noted 
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for comparison with earlier and later records. From 
12 to 16 pugilists were examined for each ring 
event, and all but a few of these actually boxed. 
The others were substitute boxers (emergency 
bouts ) who remained available in case of the early 
knockout of a featured boxer. There were 132 such 
men examined. 


Fig. 1.—Boxer in crouch position. Repeated trauma is re- 
ceived in arched position. Action of diaphragm and abdom- 
inal muscles plays role in renal trauma and ptosis. 


Immediately after participating in a contest, each 
pugilist was given a special urologic examination. 
Emphasis was placed on areas of tenderness over 
the loin or abdomen. Blood pressure, pulse rate, 
temperature, and respiration rate were again re- 
corded. Whenever possible, the urine was collected 
by the two-glass method. Since 550 boxers were 
unable to void for several hours after the bout, and 
the 132 substitutes did not box, only 1,518 post- 
bout urine specimens were available for analysis. 

Ring Observations.—The boxing performances of 
most of the subjects under study were witnessed 
personally. Thus, evaluation of boxing styles, “kid- 
ney punches,” knockdowns, and lacerations about 
the face and head was possible. 

The typical boxer assumes a modified crouch 
position when facing his opponent (fig. 1). For 
better balance in the ring, his left foot is placed 
about 15 in. in front of his right and at a 90-degree 
angle. His extended left upper extremity is used for 
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offensive tactics and his flexed right upper extremity 
for defense against blows to the face or body. At 
precise opportune intervals, the stronger right fist 
is used to deliver the most damaging blows. 
During an attack, many boxers emit a loud grunt 
which is timed with the delivery of a punch (“grunt 
reflex”). This grunt is produced by combined ac- 
tion of the diaphragm and abdominal muscles, and 
it causes the diaphragm to contract against the 
kidney with possible renal displacement as a conse- 
quence. Both the grunt reflex and blows received 
directly to the abdomen in the semicrouched posi- 
tion are prominent etiological factors in hematuria, 
renal trauma, and excessive renal mobility. Such 
blows to the abdominal and kidney regions are far 
fewer than those directed to the head and face, 
which comprise about 85% of all blows delivered 
in the average contest. Many abdominal punches 
are blocked or slipped. Loin blows are usually 
received by the left kidney (fig. 2), but since these 
are indirect their force is attenuated. The left renal 
trauma is usually not as pronounced as when a blow 
is delivered directly to the right upper quadrant 
of the abdomen, with right renal injury more fre- 
quent as a consequence (fig. 3). 
Roentgenographic Studies.—Intravenous urog- 
raphy was performed in 100 volunteers out of 415 
men found to have significant boxing hematuria. 


| 


Fig. 2.—Loin blow received by left kidney. Such blows 
are less traumatic than direct blows to right upper abdominal 
quadrant. 


The studies were made at the medical offices of 
the New York State Athletic Commission within 
three days after a bout. Findings on urinalyses 
were usually normal at this time. 
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After a preliminary scout-film study, 20 cc. of 
diatrizoate (Hypaque) sodium was slowly injected 
into a vein of the forearm. Roentgenographic ex- 
posures were made with the subject in the supine 
position at intervals of 5 minutes and 30 minutes. A 
film with the subject standing was taken within 15 
minutes after injection. Excretory urography was 
well tolerated, with no local reactions and only five 
minor gastrointestinal disturbances observed. In 12 
boxers cystoscopic and retrograde pyelographic 
studies were necessary to substantiate urographic 
findings. Follow-up intravenous urograms were 
done within three vears in 74 cases. 

Supplemental Investigations.—Additional studies 
were made to help determine whether postbout 
hematuria is a consequence of the activities in- 
volved in boxing or characteristic of all vigorous 
eXercise. 


Fig. 3.—Force of direct blow to right upper abdominal 
quadrant shown transmitted to right kidney. 


There were 132 “emergency bout” or stand-by 
boxers who were given standard prebout physical 
and laboratory examinations but who were then not 
called on to participate in an event. Findings in 
these boxers are used for comparison. 

Gymnasium training for boxers consists of at 
least 30 minutes of strenuous exercise, including 
rope jumping, “shadow” boxing, and light and heavy 
bag punching. In order to study the effects of heavy 
exercise as compared with ring boxing, 100 of the 
boxers were chosen at random to present two-glass 
samples of urine immediately after such exercise. 
These urinary findings were charted for comparison 
with specimens obtained from the same subject 
before and after a boxing match. 
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A group of 20 middle-aged, retired boxers, which 
included 14 world champions, was carefully exam- 
ined for residual urologic findings. The men had 
fought a minimum of 100 professional bouts during 
their boxing careers, with one veteran having cam- 
paigned through 527 bouts. Clinical observations 
included urologic history, physical examination, 


Tase 1.—Incidence of Hematuria in Professional Boxers 


Prefight (2,200) Postfight (1,515 
Specimens Specimens 


Red blood cells high-power field No 
1 to lit 


to innumerable 


Total 
None 


urinalysis, and intravenous urography. None of 
these men had any complaints referable to the 
urinary tract. 

A sample of 27 men who showed consistently 
normal urinalyses after four or more bouts was 
selected for intravenous urography in order to de- 
termine whether any significant differences in 
morphology could be found between the men who 
did not bleed and those who often developed 
hematuria after a bout. 

One hundred nonathletes, veterans of the Ko- 
rean war, volunteered to participate in a study 
designed to filter out important factors in boxing 
hematuria and to determine their relative impor- 
tance. Physical examination and urinalysis were per- 
formed on all the men to determine renal status. 
They were then divided into two groups of 50, each 
comprising 25 men with urinary abnormalities and 
25 men with essentially negative findings on uri- 
nalysis. Each group of 50 was then subjected to 
strenuous jumping and bending exercises to a point 
of physical exhaustion for a mean exercise time of 
12 minutes. In addition, the men in the second 
group were also subjected to 20 blows of moderate 


2.—Incidence of Significant Postbout Hematuria 
According to Rounds 
Signifleant 
Urine Hematuria’* 
Specimens, 
No 
we 
o-s 


10 or more 
Total 


*6 or more red blood cells per high-power field 


severity over the loin and abdomen. After these 
stresses, urinalyses and intravenous urograms were 
again performed on all the men. 


Results 


Clinical Observations.—Blood pressure, pulse rate, 
and temperature all rose substantially shortly before 
the pugilists entered the ring. The mean pulse rate 
was 84 per minute, the mean body temperature 


Vii 

by 
UC 


1636 


100.4 F (38 C), and the mean rise in blood pres- 
sure 20 mm. Hg systolic and 8 mm. Hg diastolic. 
These changes were transient and unrelated to 
subsequent hematuria. A small percentage of the 
men also showed significant microhematuria before 
a bout (table 1). The emergency bout substitutes 
who did not box showed the same physiological 
elevations in the evening but had no increase in 
hematuria on voiding. 


Tasie 3.—Results of Intravenous Urography in 100 Boxers 
with Significant Hematuria 


Incidence, No 


Right Side Lett Side 
Renal Abnormality 

Exeessive renal mobility 2 
Hydronephrosis 
Impaired outline 


Impaired outline 


of upper calyx 
of middle calyx . 
Impaired outline of lower calyx .. 


Impaired outline of all calyces 


Absent kidney 
Ectopie (pelvie) kidney 


Total 
Treteral Abnormality 
Sear at ureteropelvie junction 
Tortuous ureter ......... 
Hydroureter (congenital) 
Ureterocele 
Ureteritis cystica 


Reduplieation of ureter 


Total 


Laboratory Findings.—Significant hematuria (6 or 
more red blood cells per high-power field with or 


) was demonstrated in 
415 (27%) of the 1,518 postbout urinalyses obtained 
(table 1). This high incidence of hematuria re- 
flected a tendency to recurrence in 237 of the 764 
boxers participating in the study. No correlation 
was found between the presence of erythrocytes in 
the urine and the age of the boxers (range, 18 to 
39 years). Boxing experience was likewise not a 
factor. The postbout hematuria rapidly disappeared. 
It was gone within 24 hours in 92% and within 48 
hours in virtually all instances. 

Gross hematuria was recorded 42 times: 30 speci- 
mens were salmon pink, 8 were bright red, and 4 
were dark red. In eight cases postbout gross hema- 
turia recurred, This symptom was more commonly 
found in the heavyweight than in the featherweight 
divisions and followed bouts of 10 rounds or more. 

A marked racial difference was one of the most 
striking findings. Although the ratio of nonwhite to 
white boxers was approximately 2:1 (513 to 251), 
the incidence of significant hematuria was twice as 
high in the white as in the nonwhite boxers. It was 
found in approximately one of two white boxers, but 
in only one of four of the nonwhite pugilists. 

More according to expectation was the finding 
that increased time in the ring increased the ten- 
dency toward significant hematuria: 44% of the 
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boxers who fought 10 to 15 rounds and 40% of those 
who boxed 6 to 8 rounds, but only 17% of those go- 
ing 4 rounds showed this finding (table 2). 

Trauma was found to be the usual cause of hema- 
tura, albuminuria, or cylindruria. In serial studies 
of individual boxers with hematuria, abnormal ele- 
ments were usually found after a difficult bout, 
although they were absent when body trauma had 
been at a minimum. In most instances, the abnormal 
elements were found to be coexisting; that is, al- 
buminuria and cylindruria rarely occurred without 
hematuria. 

Roentgenographic Findings.—The intravenous 
urograms revealed achitectural changes within the 
kidney which correlated with the frequent presence 
of hematuria (table 3). None of these morphologic 
changes, however, was sufficiently serious to re- 
quire surgical intervention. The disorders most fre- 
quently diagnosed were hydronephrosis and mov- 
able kidney. In many instances, congenital renal 
anomalies were associated with significant hema- 
turia aggravated by trauma. 

Hvdronephrosis (fig. 4) was demonstrated in 26 
of 100 boxers with significant hematuria and 
occurred twice as frequently on the right side as 
on the left. Indeed, the preponderance of all lesions 
involved the right side, especially in the region of 
the upper calyces of the right kidney. In figure 5, 
urograms of a light-heavvweight boxer, with blood 
pressure of 128/78 mm. Hg, illustrate this. Exces- 
sive mobility involved the right kidney 22 times and 


Fig. 4.—Five-minute urogram (supine position) of retired 
middleweight boxer who developed left renal colic during 
bout at 22 years of age. Note congenital bilateral hydro- 
nephrosis. Lower left major calyx is shaggy and indistinct. 


the left kidney 10 times. In one case, that of a light- 
heavyweight boxer with gross postbout hematuria 
and a blood pressure of 128/80 mm. Hg, a second 
urogram disclosed a ptosed left kidney not dis- 
cernible six months earlier. 


é i 
10 
7 w 
ye Congenital reduplication of kidney and ureter 1 1 
Lf 
1 
« 
om 
a 
- 
Pe 


Vol. 168, No. 12 


A racial difference was again noted; excessive 
mobility occurred three times as frequently in the 
white as in the nonwhite boxers. The impression 
was gained that the perirenal fascial support is 
sturdier in nonwhite than in white persons, but 
anatomic studies are needed to substantiate this 
opinion, 

Many of the characteristic pericalyceal deformi- 
ties which are seen in urograms of both active and 
retired boxers are the result of a progressive process 
arising from repeated traumatization. The charac- 
teristic architectural deformity is the “athletic 
kidney.” This most often involves the upper calyx 
of the right kidney and, to a lesser degree, the 
middle and lower calyces of both kidneys. In an 
extensive case, the entire upper calyx may be in- 
volved by distortion (fig. 6). The various types of 
calyceal distortion may range from scar compres- 
sion with almost complete obliteration of the fornix 
to marked dilatation secondary to scarring at the 
junction of the calyx with the pelvis. 

Although these urographic changes appear to 
be permanent, function tests with indigo carmine 
showed only mild impairment of renal concentration 
power. Fortunately, these conditions do not handi- 
cap the athlete unless accompanied by obstructing 
lesions. Successive urographic studies are manda- 
tory in studying progressive deformity. They are 
the most accurate method employed in barring an 
athlete from further competitive sport. 


Fig. 5.—Urograms of boxer with gross hematuria after 
bout: Left, 15-minute urogram (supine position), showing 
dilation of right renal pelvis and upper calyx. Right, 15- 
minute urogram (upright position), showing dye trapped in 
upper right renal calyx. 


Congenital renal anomaly (fig. 7) accounted for 
about one-fourth of the urinary abnormalities found. 
The correlation between renal anomaly, ptosis, and 
presence of significant hematuria was striking. | 
have found that these anomalous kidneys are more 
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prone to trauma than are normal kidneys. The pos- 
sible mechanism of these changes is discussed 
below. 

A more puzzling observation was the frequent 
association of boxing hematuria with bleeding from 
other tissues. For example, 60% of the subjects who 
suffered postbout lacerations of the eyelid, face, or 


Fig. 6.—Right retrograde pyelogram, confirming irregular 
pericalyceal compression of stalk of superior calyx. Appear- 
ance time of indigo carmine from right kidney was eight 
minutes. Boxer was hospitalized because of gross, painless, 
postbout hematuria; he was subsequently retired. 


head showed significant hematuria. The possible 
factors producing this correlation are also discussed 
below. 

Infections of the lower urinary tract, such as 
chronic cystitis, prostatitis, and posterior urethritis, 
were not important etiological agents in producing 
significant boxing hematuria. Similarly, passive 
congestion was of secondary importance. There 
were five instances of hemospermia, a condition 
which tends to recur in certain individuals. 

Supplemental Observations.—Data for control 
groups confirmed the impressions obtained in the 
pugilists themselves that boxing hematuria is the 
result of the specific bodily contact and strenuous 
exercise characteristic of the sport, superimposed 
on a susceptible renal parenchyma. 

Hematuria is not ordinarily elicited by the emo- 
tional stress of the competitive situation. Thus, the 
132 stand-by boxers who were in readiness for 
competition but did not actually box had the same 
evening elevations in blood pressure, pulse rate, and 
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temperature as the boxers who went into the ring. 
Results of urinalyses in the former group remained 
normal, while those in one-fourth of the over-all 
group indicated significant hematuria. 

Similarly, exercise alone does not usually account 
for significant hematuria in the professional boxer. 
Strenuous gymnasium exercises performed by 100 
professional boxers resulted in an incidence of 
significant hematuria of only 4%. This is in contrast 
to the incidence of 27% obtained in the same men 
after they had been in the ring. 

The findings in the 100 nonathlete controls also 
indicate that exercise alone will not cause significant 
hematuria in a normal kidney. In the 25 men with 
completely normal urine specimens who were sub- 
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the susceptible person seemed to be slightly in- 
creased. Again, none of the 25 men with normal 
urine specimens before exercise and trauma showed 
gross hematuria after the stress procedure. But, in 
the group of 25 with urinary pathology, including 
13 men with significant hematuria, exercise plus 
trauma was followed by significant hematuria in 21. 
A puzzling finding, however, was that the number 
of erythrocytes actually decreased in two subjects. 
None of the 100 laymen showed the characteristic 
degenerative renal changes in their intravenous 
urograms which have been described in the pro- 
fessional boxers. Instead, the renal abnormalities 
were tumor, papillitis, pyelonephritis, essential 
hematuria, excessive renal mobility, and renal cyst. 


Fig. 7.—Examples of congenital renal anomaly with postbout hematuria: Left, urogram of featherweight boxer with con- 
genital hydronephrosis and hydroureter on right side. Note blood clot in ureter. Athlete responded favorably to sympto- 


matic care. Right, five-minute urogram (supine position) of 


retired heavyweight boxer, aged 23, with prebout micro- 


hematuria. Congenital absence of right kidney was confirmed by cystoscopy and aortography. 


jected to exercise alone, there were no instances of 
significant postexercise hematuria and only slight 
microhematuria in five. In the group of 25 non- 
boxers with urinary abnormalities there were 11 
preexercise instances of significant hematuria. After 
exercise, 17 veterans showed this symptom. This 
increase confirms the obvious clinical impression 
that a preexisting pathological state greatly in- 
creases the chance that postexercise hematuria will 
be found. 

When trauma, consisting of 20 mild to moderate 
blows to the loins and abdomen, was added to 
exercise as a provocation, the risk of hematuria in 


In the 27 boxers with consistently normal post- 
fight urinalyses who were subjected to intravenous 
urography, fully 63% proved to have normal renal 
structures. In the other 37% only minimal degenera- 
tive changes of calyces or renal pelves were found, 
and, even in these, concentration and elimination 
of dye were normal. 

These observations would indicate that boxing in 
itself does not usually produce serious renal dam- 
age. As previously mentioned, almost every instance 
of significant hematuria cleared within 48 hours. 
Observations in the 20 retired, middle-aged boxers 
who had fought hundreds of bouts confirm this 
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impression. In 95% of these men, findings on uri- 
nalysis were normal. All the ex-boxers had normal 
pulse rates and blood pressures. Results of intra- 
venous urograms were normal in 50% and indicated 
mild changes in another 30%; in only 20% were the 
changes considered significant. These consisted of 
excessive renal mobility in two cases, mild to mod- 
erate atrophy of the kidney in one, and _ pyelo- 
nephritis after removal of a calculus in one. 

The data on the nonboxer athletes currently un- 
der study are still insufficient for formal report. 
Preliminary review would indicate that the findings 
applicable to boxing hematuria apply to a lesser 
degree to most other contact sports. Apparently, 
more cases of significant hematuria are found in 
football players, boxers, wrestlers, and basketball 
players than in hockey players. 


Treatment 


Trauma to the kidney should be given no less 
consideration in treatment than a laceration of an 
evelid, for example. Boxing authorities rule that an 
athlete is not permitted to participate in ring ac- 
tivity if his eyelid shows a sear which is not suffi- 
ciently healed. Although renal tissue heals remark- 
ably well, it seems that the required healing time of 
a kidney is not unlike that of the laceration of the 
eyelid. For this reason, a minimum rest period of 
30 days is recommended for those boxers in whom 
significant microhematuria tends to recur. When 
gross hematuria occurs, a urologic investigation, 
including intravenous urography, is indicated. The 
athlete should also have successive urine rechecks, 
particularly after exercise. It is recommended that 
permission for return to ring activity be withheld 
until findings on urinalysis are normal. For this 
reason, urinalysis is performed as a standard pro- 
cedure before each professional boxing match at the 
New York State Athletic Commission. 

The physical well-being of the boxer must be con- 
sidered not only for the moment but for the distant 
future. The physician in charge should not hesitate 
to bar an athlete from activity if there is any sug- 
gestion of renal pathology. Demonstration of serious 
renal lesions should result in the retirement of the 
pugilist. 


Comment 


Trauma to the kidney, often superimposed on 
congenital malformations, such as hydronephrosis, 
bifid kidney, and ptosis, was the most important 
factor in the production of boxing hematuria. It is 
my impression that boxing trauma may result in 
rupture of delicate veins within the renal papillae 
or pyramids.’ The resulting hemorrhage may cause 
intercapillary compression about the nephrons. 
Later, there may be organization of a clot with 
proliferation of connective tissue cells." The process 
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becomes progressive if the athlete is subjected to 
further renal trauma without an adequate period 
of rest and healing. It is probable that areas of scar 
tissue result, thus producing the characteristic 
pericalyceal deformities of “athletic kidney.” 

As previously mentioned, this type of deformity 
most often involves the upper calyces of the right 
kidney, with the middle and lower calyces of both 
kidneys less frequently involved. This preference 
for the upper third of the kidney may result from 
the combined effect of repeated trauma to the 
flank and anterior abdominal wall, the action of the 
diaphragm and abdominal muscles, and the crouch 
position associated with the “grunt” reflex. 

The frequency with which excessive mobility 
was found suggests that the techniques embodied in 
the sport of boxing may be contributing factors in 
this condition. The crouch position’ which is taken 
by many professional boxers in the ring predisposes 
to anterior displacement of the kidney. This ab- 


Fig. 8.—Fifteen-minute right lateral urogram of boxer in 
crouch position, showing anterior displacement of kidney. 


normal position may tend to dislocate the kidney 
from its fossa, causing excessive strain on its fascial 
envelope (fig. 8). The “grunt” reflex employed by 
many boxers in delivering a blow causes the dia- 
phragm to contract against the kidney. This is an 
additional factor in renal displacement. The loss of 
perirenal fat may be a predisposing factor to ath- 
letes in training. The superficial and deep abdom- 
inal muscles also contribute to displacement by 
producing reflex changes in intra-abdominal pres- 
sure. Excessive renal mobility may result in 
interference with venous return, producing venous 
stasis. The delicate distended veins in the pyramids 
become more easily prone to trauma. The secon- 
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darily congested nephron may develop impaired 
function, permitting the passage of erythrocytes and 
protein. 

In the observation of boxers in the study, I was 
impressed with the fact that 60% of the subjects 
who suffered postbout lacerations of the evelid, 
face, or head showed significant hematuria. Many 
seasoned veterans go through an entire career with 
little or no history of laceration. Other individuals 
“cut” easily regardless of boxing experience or the 
number of rounds boxed. It is possible that this 
correlation exists purely by chance and that a badly 
beaten athlete is more prone to lacerations and 
renal trauma. It is my theory, however, that ab- 
dominal trauma may have a direct or indirect effect 
on the adrenal gland or liver. As a result of trauma 
to these organs, a toxic, enzymatic, or hormonal 
product may develop within the blood stream. Dur- 
ing the stress of activitv this abnormal circulatory 
agent may prolong the prothrombin time or affect 
capillary fragility. With rest the circulatory picture 
rapidly returns to normal. 

The data collected in this investigation may be 
applicable to the study of renal trauma not only in 
the field of sports but in accidental renal injuries 
as well. There is a striking degree of correlation 
between congenital renal anomaly, ptosis, and sig- 
nificant boxing hematuria. Because of inherent 
weakness of parenchymal vessels and fascia, the 
architecture of the kidney with congenital anomaly 
is more prone to trauma than is the normal kidney. 
Apparently, rupture of delicate pyramidal veins 
frequently results from renal trauma, initiating 
hematuria. Therefore, congenital anomalies of the 
kidney may induce a weakening of not only the 
supporting tissues but the more delicate vascular 
tissues as well. This theory should be confirmed 
with serial section studies of the renal tissue, a 
task not easy to accomplish. An appeal is therefore 
made to the profession in general, and to urologists 
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and pathologists in particular, to make special serial 
sections of traumatic renal tissue of athletes in the 
operating room or on the autopsy table. 


Summary 


Boxing hematuria is usually an innocent, transi- 
ent, and painless symptom. When it tends to recur, 
urologic survey is mandatory. Chronic renal trauma 
is the most important factor in hematuria in boxers. 
This condition is common in congenital anomalies 
and ptosis. Renal trauma does not handicap the 
athlete unless it is accompanied by obstructing 
lesions. 

The incidence of boxing hematuria, renal mo- 
bility, and “athletic” kidney is higher in white than 
in nonwhite boxers. Further studies, including 
serial section of renal tissue and hematological ob- 
servation, are indicated. Withdrawal from activity 
is paramount in the treatment of hematuria in 
boxers. Rest period is variable. 

32 E. 64th St. (21). 
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URGICAL TREATMENT OF TRIGEMINAL NEURALGIA.—It is our opinion 
that the extradural, preganglionic neurotomy as originally advocated by 
Frazier and Spiller, and later improved by Adson, is the most effective surgical 


procedure for the treatment of trigeminal neuralgia. Properly performed, the opera- 
tion is an anatomical one which gives relief from excruciating pain. Properly pre- 
pared psychologically before operation for the loss of sensation which must be in- 
curred for the permanent relief of pain, the majority of patients do not suffer from 
paresthesias which interfere with their lives or the peace of the surgeon. Corneal 
ulceration occurs only after direct trauma to an insensitive cornea and is not the 
result of a trophic loss, independent of injury. Facial weakness and herpes labialis 
which occur immediately following operation are caused by excessive and unneces- 
sary handling of the ganglion in the latter instance, and to elevation of the dura 
mater from the floor of the middle fossa too far posteriorly, in the first instance.— 
Daniel Ruge, M.D., Ruben Brochner, M.D., and Loyal Davis, M.D., A study of the 
Treatment of 637 Patients with Trigeminal Neuralgia, Journal of Neurosurgery, 
September, 1958. 
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SURPRISING GROWTH OF VOLUNTARY HEALTH INSURANCE IN 
GREAT BRITAIN 


J. F. Follmann Jr., New York 


It is a matter of interest to American physicians 
and surgeons, as well as others, to know that 10 
vears after the advent of the National Health Serv- 
ice voluntary health insurance is being purchased 
by the people of Great Britain at an increasing rate. 
Not only has the advent of the National Health 
Service failed to eliminate the various forms of vol- 
untary health insurance, as had been expected gen- 
erally, but the vears since its inception have borne 
witness to an increasing need, and hence a demand, 
for privately puchased insurance. 

Prior to 1948, when the National Health Service 
became effective, insurance against the costs of 
medical care was provided principally by nonprofit 
plans known as hospital contributory schemes. 
These organizations, which grew out of the Vic- 
torian Saturday funds, have distinct points of simi- 
larity to Blue Cross plans in the United States and, 
in fact, some consider them as the progenitor of 
Blue Cross.' Under these schemes, small amounts 
were collected weekly in return for which the 
breadwinner and his dependents were admitted to 
a voluntary hospital without having to make further 
payment. If admitted to a local authority hospital, 
the scheme made “some payment,” thereby avoiding 
for the patient the required “means” test. Gradually 
supplementary benefits were added, such as ambu- 
lance conveyance, convalescent home treatment, 
loan of sick room equipment, dentures, and optical 
and surgical appliances.’ 

By 1947, there were some 450 hospital contribu- 
tory schemes covering about 10 million, mostly low 
income, contributors and their dependents, this be- 
ing about half the population of England and 
Wales.’ 

Protection was also made available prior to 1948 
by nonprofit organizations called provident associa- 
tions, their principal coverages being hospital and 
nursing home (private hospital) care and the costs 
of surgery, consultation, and specialists. Many of 
these associations were affiliates of the hospital 
contributory schemes, and consequently there were 
many points of similarity between the two. 

The insurance companies in Great Britain, on the 
other hand, and unlike their counterparts in the 
United States, for the most part limited their cover- 
ages in respect to accidents and illnesses to loss of 
income, writing little in the way of hospital or medi- 
cal cost insurance.” 


Director of Information and Research, Health Insurance Association 
of America. 


Voluntary health insurance is being pur- 
chased by the people of Great Britain at an 
increasing rate. The schemes that have sur- 
vived since 1948, when the National Health 
Service became effective, are generally in- 
dependent legal entities serving groups of 
hospitals; the principal and most costly bene- 
fit now offered is a cash payment to the 
contributor, and in many cases to his wife, 
while hospitalized. Treatment in convalescent 
homes is the most widely provided benefit. 
In addition to these hospital contributory 
schemes, there are provident associations 
whose principal coverage is against the cost 
of maintenance in hospital private wards and 
nursing homes and toward the private fees 
of consultants, specialists, and surgeons. One 
such organization has increased the number 
of its contributors from 34,000 in 1949 to 
283,000 in 1957. Analysis of the reasons 
for such growth reveals no reasons why it 
should not continue. Similar analysis of the 
health insurance mechanisms operating in 
the United States leads to the conclusion 
that a government approach on a broad 
population basis is neither necessary nor 
desirable. 


The National Health Service 


In 1948, the National Health Service became 
effective. Its purpose was to provide comprehensive 
medical care and services to all the people of Great 
Britain, the costs to be borne by funds derived from 
taxation. The services provided include hospital 
care, medical care provided by the physician—gen- 
eral practitioner, the specialist—or through public 
health agencies, dental care, ophthalmic care, and 
drugs and appliances. However, certain charges are 
made for certain forms of care or for certain medi- 
cations or appliances. In subsequent years, the inci- 
dences for which these charges were made and the 
amounts of these charges have been increased, par- 
ticularly with respect to dental care, drugs, and 
optical appliances. These charges, it seems, have 
been occasioned by a realistic endeavor to maintain 
the costs of the NHS within reason in relationship 
to the national income and the national budget and 
to limit abuse or excess usage. In addition, certain 
forms of care, such as that in nursing or convales- 
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cent homes, are not readily provided by the scheme, 
and, if private hospital accommodations are chosen, 
no benefits at all then derive from the NHS in re- 
gard to hospital care.* These elements of the NHS 
are mentioned here because they have direct rela- 
tionship to voluntary insurance in Great Britain as 
it has redeveloped and grown since 1948. 


Hospital Contributory Schemes 


Since the advent of the NHS, the insurance com- 
panies in Great Britain do not appear to have made 
any appreciable changes in their practices in respect 
to protection against the costs of medical care. The 
coverages written appear to be the same as those 
extant prior to 1948, namely, protection against loss 
of income. In addition to this, most of the hospital 
contributory schemes, which were part and parcel 
of the voluntary hospitals, had their assets taken 
over under the National Health Act and went out 
of existence. This action of the government paral- 
leled the absorption of most of the voluntary hos- 
pitals under the NHS. 

However, those schemes which survived were, for 
the most part, the larger schemes which were inde- 
pendent legal entities serving groups of hospitals. 
These determined to offer specific benefits to their 
contributors supplementary and ancillary to those 
obtainable under the National Insurance and Health 
Service acts. Two main approaches were taken. 
Some schemes preferred to tie the benefits closely 
to the hospital service. Others regarded extra hos- 
pital benefits, such as assistance toward the cost of 
dentures, spectacles, and surgical appliances as im- 
portant objectives, these being some of the services 
for which charges were made under the NHS.’ 

The principal and most costly benefit now offered 
is a cash payment to the contributor, and in many 
cases his wife, while hospitalized. The purpose of 
this benefit is to help make good the loss of wages 
of the breadwinner resulting from being hospital- 
ized and the added expenses when the wife is hos- 
pitalized. Convalescent home treatment is, however, 
the most widely provided benefit. Seven of the 
schemes own convalescent homes, 27 such homes 
being so owned. The other schemes contract with 
private convalescent homes. Since, under the NHS, 
convalescent home care is provided only if a pa- 
tient needs medical treatment and nursing during 
convalescence, the interest in this benefit provided 
by the contributory schemes can be understood. 
Two large schemes provide only convalescent home 
benefits.’ 

The charges under the NHS for dentures, dental 
care, optical appliances, surgical appliances, and 
drugs have been mentioned. As these were estab- 
lished or increased, some of the voluntary schemes 
provided coverage to the extent of one-half the gov- 
ernment charge. Full coverage of the charges is not 
provided, since this would result in abuse. Dental 
care benefits are limited to the partial cost of den- 
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tures, and no coverage is provided for general den- 
tal care. Many schemes had provided similar bene- 
fits prior to institution of the NHS.' 

Contributions or premiums for the benefits are 
collected as economically as possible, usually on a 
pavroll deduction basis, with some emplovers as- 
sisting in these payments. Another method used for 
the collection of contributions is the purchase of 
stamps on a weekly basis from tobacconists, chem- 
ists, and news agents. The government also permits 
its employees to have payroll deduction for the pay- 
ment of contributions. Schemes operating in agricul- 
tural areas experience higher administrative costs, 
since individual collections, requiring the establish- 
ment of branch offices, are necessary.' 

In 1953, there were more than 39 such hospital 
contributory schemes. Their total income in that 
vear was over 2,225,000 pounds. In 1953, these 
schemes had 3,612,798 contributors and coverage 
included eligible dependents in addition.‘ 


Provident Associations 


The provident associations also managed to sur- 
vive. The principal coverage provided by them to- 
day is against the cost of maintenance in hospital 
private wards and nursing homes and toward the 
cost of fees of surgeons, anesthetic services, con- 
sultants, specialists, home nursing care, therapy, and 
diagnostic services. This coverage is more easily 
understandable in the United States, since it has 
points of similarity to the hospital, surgical, and 
medical coverages written by insurance companies. 
The benefits are directed at the costs of the more 
serious illnesses rather than at those of minor ail- 
ments. There is an upper limit of indemnity under 
the coverage within each vear. No benefits are 
available for treatment by general practitioners. 
Normal maternity care is excluded, and drugs, ap- 
pliances, hearing aids, and spectacles are not paid 
for. There is a waiting period of three months for 
new individual subscribers but not for groups.” 
Outpatient services are subject to certain limitations 
as to amounts payable, and certain types of illnesses 
are excluded, such as normal dental treatment, 
mental disease, and chronic illness. All covered care 
must be on recommendation of the family doctor.’ 

The provident associations are reported to cater 
to those members of the public who want to make 
mutual provision for the high cost of maintenance 
in hospital private wards and nursing homes and 
for the private fees of consultants, specialists, and 
surgeons.® 

The exact extent of this growth of voluntary 
health insurance in Great Britain is not known. 
One recent estimate, however, places the number 
at 4 million contributors who, with their dependents, 
are estimated to constitute one-quarter of the popu- 
lation of England and Wales.' While this estimate 
is by no means as great as the extent of voluntary 
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coverage prior to 1948, being about one-half, it 
is nonethless remarkable in the face of the Na- 
tional Health Service. 

Of more significance is the rate of growth of this 
coverage in recent years. Enrollment in the British 
United Provident Association alone has increased 
from 34,000 contributors in 1949 to over 300,000 
today." Since the BUPA is the most prominent 
writer of coverage in Britain, this growth rate is 
significant. To these figures, of course, must be 
added the dependents of the contributors, the total, 
therefore, being about double the figures shown 
here. It is particularly to be noted that this rate of 
growth for the BUPA has accelerated most par- 
ticularly in the past few years, as is exemplified in 
the table. 

Over one-half of the present enrollment is now on 
a group basis. 


Reasons for Growth of Voluntary Coverage 


Several reasons are attributed to this growth of 
voluntary coverage. One, as has been stated, is the 
clement of charges and the means or needs tests 
under certain aspects of the National Health Serv- 
ice. Another is the desire of a patient for privacy 
when ill. Still another arises out of the fact that 
some persons cannot afford to wait for beds in the 
government general wards, these waits being, ap- 
parently, a real problem of some magnitude. For 
example, at the end of 1956, 431,000 persons were 
reported to comprise the waiting list for hospital 
beds. The length of the waiting period varied by 
type of hospital and nature of illness. Hence, for 
general surgical cases the wait varied from 53 days 
in nonteaching hospitals to 70 days in the provincial 
teaching hospitals. For patients with ear, nose, and 
throat diseases, the wait ranged from 87.6 days in 
the London teaching hospitals to 135 days in non- 
teaching hospitals. A still further reason is assist- 
ance in affording private specialist treatment; there 
seems to be a desire for freedom of choice in the 
selection of surgeons, specialists, and consultants. 

Not too much seems to be known about the kind 
of persons who are purchasing the protection. Con- 
tributors to the provident associations appear to be 
mainly of the middle class. Whether this is true of 
the contributory schemes is not known, since these 
contributors pay their premiums on a weekly basis 
and, hence, might have direct similarity to indus- 
trial or weekly premium policyholders in the United 
States. One opinion expressed to me was that an 
element of snob appeal is present in this growth of 
voluntary coverage. It is questionable, however, 
that this factor alone, or even mainly, could account 
for the appreciable growth of coverage since the 
NHS was started. 

While the reasons for the growth of voluntary 
insurance stated here are in the realm of impression 
or speculation, they find substantiation in a seven- 
month study made in 1956 by Paul F. Gemmill, pro- 
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fessor of economics at the University of Pennsyl- 
vania. As part of his study, Dr. Gemmill conducted 
a questionnaire survey of a segment of the British 
public and the medical profession. One question 
asked was this: “Do you now have, in addition to 
the National Health Service and National Insur- 
ance, membership in any societies or insurance 
schemes which, in case of illness, would pay part 
or all of your hospital or doctor's bills? If so, why 
do you feel that you need such additional ‘protec- 
tion’ since NHS promises to provide for all health 
needs?” The response to this question showed that 
29.8% of those questioned had such additional pro- 
tection. The reasons for having the additional pro- 
tection varied, but, in general, they were as follows: 
“extra illness cash,” “subscription small and worth 
paying,” “for private room,” “for emergencies,” “for 
extras,” “for semi-luxuries,” “for home help,” “for 
private ward,” “for convalescent home,” “for added 
comforts,” and “was previously a member” (this one 
was often repeated ).’ Certain differences in these 
responses might be accounted for by the differing 
types of coverages made available. 


Rate of Growth of British United Provident Association 


Contributors, No. Net Increase, No 


19}4.... 162,000 57,000 
1955.... 214,000 52,000 
1956... 292,000 38,000" 
283,000 31,000 


Decrease in rate of growth in 1956 resulted from imposition of 
upper age limit of 65 on new enrollees 


Trends for the Future 


There appears nothing in the picture of the fore- 
seeable future which would indicate other than that 
this growth of voluntary insurance will continue. 
This growth might, in fact, be reasonably expected 
to accelerate, provided the economy remains stable. 
Obviously, certain changes in the nature or extent 
of the services provided by the NHS could affect 
this either way, but these do not appear to be in 
the offing. 

There are two developments, however, which 
should be mentioned, since they could have marked 
effect on the future. One of these is a study to be 
made by the British Medical Association. Dr. J. 
Leslie McCallum, a member of the Council of the 
British Medical Association, has described the sit- 
uation thus *: 

There is still a good deal of private practice and . . . there 
is a good deal of room for insurance-assisted private practice 
in the United Kingdom. . . . The British Medical Associa- 
tions have decided to set up a committee of their own to 
investigate the workings of the National Health Service. . . . 
Should such a committee conclude that insurance should 
play a bigger part than it does now in the public service and 
the government accept its findings, then the situation would 
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be vastly different, both for the public economy of Great 
Britain and for the insurance world and, of course, the 
doctors. 

For private hospital facilities there are already three or 
four companies who are catering for a real need for a small 
annual premium, and several of us on our side are drawing 
up schemes for grants-in-aid on insurance principles to help 
keep alive private practice. . . . Some of us will go on in- 
vestigating such schemes as contracting out of Government 
National Insurance and insurance plus government cover for 
sickness, on the lines of the Australian scheme, with suitable 
tax reliefs for premiums, because we feel that there must 
be an alternative to govern-controlled Medicine. 


The other development to which reference has 
been made is an outgrowth of a movement called 
Fellowship for Freedom in Medicine. This move- 
ment, which has no ties to the British Medical Asso- 
ciation, appears to have as its general purpose the 
promotion of the private practice of medicine and 
the development of a scheme as an alternative to 
that of the NHS. Such a scheme would be based on 
“real insurance principles under which doctors and 
hospitals will charge fees for services rendered, 
and the bulk of these fees will be covered by in- 
surance supported by a state subsidy; the state’s 
contribution will be less than 50% of the charges 
incurred; those who cannot afford to pay insurance 
premiums will not be required to do so; the state 
will bear full responsibility for them and their de- 
pendents; and provision will also be made for re- 
ducing the heavy cost to the taxpayers of drugs and 
appliances.” ° 

Among the purposes of the proposed scheme are 
that of putting more responsibility for his health 
on the patient, of giving him a greater influence on 
the quality of the services he receives, and of restor- 
ing the principles of private practice for all in- 
sured patients.° 

It is noted that the functioning of this proposed 
scheme is restricted to “non-profit-making” organi- 
zations. This, presumably, would eliminate from the 
picture the insurance companies. The fact that no 
objection appears to be registered on this score is 
probably due to the fact, as has been noted, that the 
insurance companies in Great Britain have not been 
active in writing insurance against the costs of 
medical care. 

In addition to these two developments, a further 
factor has begun to manifest itself which is of direct 
interest here. As voluntary health insurance has 
expanded, so has the demand for private hospital 
accommodations. However, there has been virtually 
no increase in the number of private beds in hos- 
pitals available to satisfy this demand, and from 
time to time existing private nursing homes ( private 
hospitals) are finding themselves forced to close 
down entirely for financial reasons. Such a develop- 
ment, naturally, could eventually serve to retard 
the further growth of voluntary insurance somewhat 
unless corrected. Accordingly, the BUPA is sponsor- 
ing the financing of the Nursing Homes Charitable 
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Trust, the object of which is to maintain and in- 
crease the number of existing private accommoda- 
tions. 


Comparison of Trends in Great Britain 
and the United States 


One is impelled to strike comparison between the 
situation in Great Britain prior to 1948 and that in 
the United States in 1958. Despite obvious differ- 
ences in the economy, the effects produced by two 
long wars, and certain differences in traditions and 
outlook, there appear to be certain other variances 
worthy of note. 

One of these is what appears to have been the 
marked reticence of the well-established insurance 
companies in Great Britain to write coverages which 
would serve to spread the costs of medical care. 
This reticence had its counterpart in the United 
States until about two decades ago but by no means 
can be considered as existing today. To the contrary, 
the majority of Americans having voluntary health 
insurance protection today are covered by the in- 
surance companies. 

Another is the failure of the insuring mechanisms 
in Britain prior to the inception of the NHS to pro- 
tect more than half of the population. Here it is 
recognized that in 1948 less than half of the United 
States population had some known protection. In 
the intervening years, however, this coverage has 
grown to about 70% in the United States and is 
still growing. 

A third factor, somewhat related to the preceding 
one, was the apparent hesitancy on the part of the 
British mechanisms to use the group approaches on 
a large scale in writing their coverages. This ap- 
proach is largely accountable for the rapid growth 
of coverage in the United States and, in fact, seems 
accountable for a good bit of the recent growth in 
the United Kingdom now that it is being advanced 
on a broader scale. Here, of course, the attitude of 
employers and labor unions plays an important role. 

A final point appears to be in the quality of the 
insurance benefits made available. For the most 
part, the benefits offered in Great Britain prior to 
the advent of the NHS appear to have been small in 
amount and limited in scope, pitiably so in some 
cases. While they certainly offered some protection, 
they do not seem to have even reasonably ap- 
proached offering real assistance in cases of serious 
illness. In the United States today, on the other 
hand, appreciable assistance is rendered by all types 
of mechanisms, particularly since the innovation and 
advancement of the insurance companies of major 
and comprehensive medical expense coverages. 
While the actual degree of coverage in the United 
States can be disputed because it is not clearly 
known, and while the optimum protection as a 
desideratum is unresolved in a maze of varying 
philosophies, it would seem a truism that voluntary 
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health insurance protection in the United States 
today is on much firmer ground than was the case 
in Great Britain prior to functioning of the NHS. 
It is believed that this fact is often too little under- 
stood, 

When one considers that health insurance in the 
United States is still growing rapidly, that many 
differing means are being emploved, and that it is 
vital with experimentation and evolutionary de- 
velopment, the respective situations—the United 
Kingdom in 1948 and the United States in 1958—do 
not appear to be at all comparable. The remarkable 
response of the various types of health insurance 
mechanisms in the United States to the marked 
changes which have occurred in the field of medical 
economics would seem to stand as a clear indica- 
tion that a government approach on a broad popula- 
tion basis is neither necessarv nor desirable. 


750 Third Ave. (17). 


PREDNISONE—FRANCO ET AL. 


References 


1. Dodd, J.: “Not by Bread Alone”: Blue Cross Idea 
Under British National Health Service After 10 Years, Hosp. 
Management 84357-58, 89 ( Dec.) 1957. 

2. Dinedale, W. A.: History of Accident Insurance in 
Great Britain, 1954. 

3. Report of Committee on Enquiry into Cost of National 
Health Service, Parliament, 1956. 

4. Dodd, J.: Supplementing Insurance, British Hospitals 
Contributory Schemes Association. 

5. Tyndel, M.: Private Health Insurance in U.K., 
Canad. M.A.J. 7@s888-889 (May 15) 1957. 

6. Ninth Annual Report, British United Provident Asso- 
ciation, June 30, 1956. 

7. Gemmill, P. F.: Address read before the International 
Insurance Conference, University of Pennsylvania, May 22, 
1957. 

8. McCallum, J. L.: Address read before the International 
Insurance Conference, University of Pennsylvania, May 22, 
1957. 

9. Towards Reformed Health Service: Outline of New 
Plan for Subsidised Personal Insurance, London, Fellowship 
for Freedom in Medicine, July, 1957. 


editorial, 


CLINICAL NOTES 


EFFECT OF 


PREDNISONE IN 


THE TREATMENT OF 


MALIGNANT EFFUSIONS 


Jorge Franco, M.D., Byron E. Hall, M.D. 


and 


Donald R. Hales, M.D., San Francisco 


About 30% of the patients with metastatic malig- 
nancy develop significant effusions in the pleural, 
peritoneal, or pericardial cavities.’ Rarely, the fluid 
has the characteristics of a transudate, as in some 
cases of mediastinal adenopathy, or a high content 
of fats, as in chylous effusions. More commonly, its 
physical properties resemble those of an exudate, 
with a specific gravity in the neighborhood of 
1.016, a protein content higher than 3.5 Gm.%, and 
a high number of cells in the sediment. It was for 
the latter type of exudative effusions that the intra- 
cavitary administration of radioisotopes and alky- 
lating agents was proposed; it was presumed that 
the effectiveness of this form of therapy was due 
to high local concentration of the cancerocidal 
agent coming into direct contact with the malig- 
nant tumor implants on the serosa surfaces.’ 

In general, it is estimated that with either radio- 
isotopes or chemotherapeutic agents it is possible 
to achieve control of the effusions in about 60% 
of the cases; this therapy is contraindicated in pa- 
tients with severe bone marrow depression and in 
those with loculated effusions with multiple ad- 
hesions.” 


Medicine. 


Since it has been shown that corticosteroids will 
inhibit tuberculosus effusions * and experimentally 
induced ascites,’ it was felt that the steroids might 
delay the reaccumulation of fluid in malignant ef- 
fusions, should an inflammatory component be 
present. 


Material and Methods 


Dosages comparable to those used for tuber- 
culous exudates (30 mg. of prednisone per day in 
three divided doses) were given to 26 patients 
with pleural effusions (17 cases) or ascites (11 
cases ) secondary to carcinoma of the ovary, breast, 
and lung, lymphosarcoma, osteosarcoma, melanoma, 
adenocarcinoma of the gallbladder, Hodgkin’s dis- 
ease, and fibrosarcoma (neurofibrosarcoma ). In all 
the patients the fluid had characteristics resem- 
bling those of an exudate. Malignant cells were 
found in the fluid of 24 patients. After what was 
considered the maximum effect was obtained ( gen- 
erally in about four weeks), the dose of prednisone 
was gradually decreased to reach a smaller main- 
tenance dose, which usually was around 15 mg. 
a day. 

Comparison of the total volume of fluid removed 
and number of aspirations performed over com- 
parable periods of time, before and during steroid 


4 
1645 
: 
From the Department of Medicine, Stanford University School of ’ 
j 


1646 PREDNISONE—FRANCO ET AL. 


therapy, were the criteria used to determine the 
effect of therapy. The results were considered (1) 
good when there was no need for additional para- 
centesis; (2) fair when the need for paracentesis 
and the volume of fluid removed were decreased 
by more than 50%; (3) undetermined when the 
patient died during the first month of therapy; and 
(4) failure. 
Results 


In favorable cases, the clinical improvement was 
evident within three to five days. Roentgenologic 
evidence of improvement occurred within the first 
three weeks. 

In 14 of the 26 patients, it was possible to control 
the reaccumulation of fluid during the administra- 
tion of prednisone for periods of up to 11 months. 
These results are expressed in relation to the type 
of neoplasia and the site of effusion in the table. 
Rapid reaccumulation of fluid occurred in two pa- 
tients on sudden discontinuation of steroid therapy. 
One of them responded to a second course of pred- 


Results of Prednisone Treatment in Malignant Effusions in 
Relation to Tumor Type and Localization of Effusion 


Results 

Unde- 

ter- Fail- 
Good Fair mined ure Totals 

Primary Tumor 

Breast 4 

Ovarian 1 
Lymphosarcoma 

Other 


Total 

Effusion* 
Pleural 2 17 
Peritoneal 3 ll 


* Two of 26 patients had ascites and pleural effusion simultaneously 


nisone therapy; the other died before treatment 
could be evaluated. No evidence of tumor regres- 
sion was observed in these patients. 

Complications.—In one patient there occurred a 
reactivation of pyelitis, due to Escherichia coli, 
which was responsive to therapy with chloram- 
phenicol. Oral moniliasis occurred in two other pa- 
tients. Two patients who had histories of peptic 
ulcer showed no evidence of reactivation of the 
ulcer while receiving steroid therapy. However, 
they were maintained on ulcer diets and given 
aluminum gel prophylactically. Moderate sodium 
restriction and intermittent use of oral diuretics 
were necessary in one patient to control sudden 
weight gains of up to 6 lb. (2.7 kg.). 


Comment 


In this limited series of patients with malignant 
effusions, the response to prednisone therapy did 
not appear to depend on known sensitivity of the 
tumor to cortisone therapy, such as has been re- 
ported in breast carcinoma and lymphosarcoma. 
This, plus the lack of tumor regression, suggests 
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that the effect was not due to direct tumor suppres- 
sion. Patients in terminal condition frequently ex- 
perienced varying degrees of relief of dyspnea and 
improvement in their general condition. 

At present, it seems that the results of steroid 
therapy in neoplastic effusions do not depend ex- 
clusively on anti-inflammatory action. Recently, 
Fraisse and co-workers,” Riemer,’ and Fabre * have 
independently reported favorable results with pred- 
nisone in the treatment of cirrhotic ascites and car- 
diac edema, conditions in which no inflammatory 
factor has been demonstrated. Similar effects in 
apparently such different situations (tuberculous 
effusion, malignant effusions, cirrhotic ascites, and 
cardiac edema) could well be related to adrenal 
inhibition with decrease in the utilization of al- 
dosterone. This, however, does not seem to be the 
only factor, because we have followed some pa- 
tients with breast carcinoma who developed proved 
malignant effusions several months after bilateral 
adrenalectomy. 

The action of the steroids is probably the result 
of multiple mechanisms: neutralization of exudate 
at the site of the inflammatory response °; decrease 
in capillary permeability; changes in the electrolyte 
and protein balance; improvement of hematopoiesis; 
and possibly other factors about which little is 
known at present. 

Summary 


The most common type of neoplastic effusion 
occurs as a result of tumor implantation on the 
serosa membranes; it usually has the characteristics 
of an exudate; and it can be effectively controlled 
in about 60% of cases by means of the intracavitary 
administration of cancerocidal agents (radioactive 
isotopes and alkylating agents ). 

An attempt to modify the inflammatory reaction 
of the serosa membranes was made by means of the 
administration of prednisone. Twenty-six patients 
with neoplastic effusions were treated for periods 
of 1 to 11 months. The initial dose of prednisone 
was 30 mg. a day. After the first month it was grad- 
ually reduced to reach the smallest maintenance 
dose possible. Effective and rapid control of fluid 
was attained in 9 of 17 patients with pleural effu- 
sions, and in 7 of 11 patients with ascites. 

Stanford University School of Medicine, Clay and Webster 
streets (15) (Dr. Hall). 

This study was supported by a grant from the National 
Cancer Institute, National Institutes of Health, U. S. Public 
Health Service. 
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The danger of prolonged sitting without eleva- 
tion of the lower extremities or movement of the 
legs has been stressed as a cause of venous and 
arterial thrombosis of the leg vessels. Homans ' 
emphasized the frequency of thrombosis of the 
deep leg veins as a result of prolonged sitting, espe- 
cially in automobiles. Tall men are peculiarly sus- 
ceptible to venous thrombosis after long motor 
trips.” During World War II, Simpson* noted 21 
sudden deaths from pulmonary embolism in per- 
sons in or leaving air-raid shelters. The cause was 
noted to be venous thrombosis of the legs, result- 
ing from long periods of sitting on chairs or benches 
with the edges compressing the veins. 

An additional modern hazard has been added to 
the sedentary American—prolonged television view- 
ing, which favors venous stasis. Naide * has pointed 
out that prolonged television viewing may cause 
venous and arterial thrombosis in the legs and 
reports three cases in point. 

The need for a device to prevent such occurrence 
prompted me to investigate various types of foot- 
rests. The one presented here is unique in design, 
in that it offers relaxation yet favors gentle motion 
of the lower extremities. One disadvantage of the 
ordinary footstool or hassock is compression of the 
calf veins. In persons with poor venous circulation, 
prolonged sitting without elevation of the leg or 
with the calves compressed against a hassock may 
predispose to venous thrombosis. 

The need for the prevention of venous. stasis 
while sitting is vital not only to healthy individuals 
with normal circulation but also to patients with a 
wide variety of lower-extremity maladies that re- 
quire elevation of the limb. These may range from 
fractures of the bones of the foot, ankle, or leg to 
gout. 


UNIQUE MOVABLE FOOTREST FOR ELEVATION OF THE 
LOWER EXTREMITY 


J. DeWitt Fox, M.D., Detroit 


Not long ago, I had occasion to visit a friend who 
had thrombophlebitis. I found him sitting in the 
living room watching television with his affected 
leg elevated on a unique footrest. This device 
favored frequent movement of his toes and feet 
and prevented pressure on the calf while encourag- 
ing good venous return by the milking action of 
the calf muscles on his veins. The device was so 


Movable footrest which tilts to the position preferred. 
Note that it does not hook to chair or compress calf. 


lightweight, simple, and readily available that it is 
reported here as a valuable aid to patients requir- 
ing leg elevation or persons in good health who do 
prolonged standing and need a better venous re- 
turn at the end of the day. 

The device is a portable folding footrest (see 
figure) that would be valuable to anyone needing 
elevation of the lower limb and a comfort to the 
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person viewing television. It helps prevent venous 
stasis and thrombosis, since its construction favors 
movement of the foot and leg. It can be rocked 
back and forth readily while the toes of the feet 
are dorsiflexed and plantar flexed, thus milking the 
calf veins frequently and keeping quite active the 
circulation of the blood in the lower extremities. It 
does not compress the calf or popliteal area. 

The rest may be moved readily. It fits any chair 
height or length of leg. Because it is portable it 
can readily be folded and carried to the office, ball- 
game, or picnic. This adaptability encourages the 
patient having a need for elevation of the leg to 
keep active and enjoy life to the full while caring 
for his leg. 

If padding is desired, a pillow may be placed on 
the footrest for comfort. The rest is so light and is 
set at such an angle that it favors relaxation, yet 
moderate movement of the feet, in contrast to the 
conventional footstool or hassock, which are sta- 
tionary. 

Some of the conditions in which such a footrest 
would be of value in treatment are as follows: 
thrombophlebitis, phlebothrombosis (after hospital- 
ization), varicose veins, stasis ulcer, fracture of the 
leg bones, ankle, and foot, cardiac or renal de- 
pendent edema, lymphangitis, contusions or in- 
juries to lower extremities or feet, diabetic ulcer of 
the foot, arthritis, and after lower-extremity sur- 
gery (i. e., bunionectomy). 
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Prophylactically, the footrest would be appre- 
ciated by barbers, surgeons, sales persons, or any- 
one on his feet all day. Because it favors gentle 
calf motion by dorsiflexion and plantar flexion of 
the feet, it favors a return of normal circulation 
in a person having a tendency to venous pooling in 
the feet during the day. 


Summary 


A unique folding footrest favors gentle foot mo- 
tion. It is an aid in the treatment of patients need- 
ing elevation of the lower extremity. It also is a 
comfort to persons doing prolonged sitting or tele- 
vision viewing to prevent venous stasis and throm- 
bosis. 

540 N. Central Ave., Glendale 3, Calif. 

The footrest reported in this study is manufactured by 


Hamilton O. Cornwall Co., South Paris, Maine, and distrib- 
uted by Breck’s, Boston. 


References 


1. Homans, J.: Thrombosis of Deep Leg Veins due to 
Prolonged Sitting, New England J. Med. 2402148-149 (Jan. 
28) 1954. 

2. Naide, M.: Spontaneous Venous Thrombosis in Legs of 
Tall Men, J. A. M. A. §-4831202-1203 (April 5) 1952. 

3. Simpson, K.: Shelter Deaths from Pulmonary Embol- 
ism, Lancet 23744 (Dec. 14) 1940. 

4. Naide, M.: Prolonged Television Viewing as Cause of 
Venous and Arterial Thrombosis in Legs, J. A. M. A. 165: 
681-682 (Oct. 12) 1957. 


AN 


Although infections with Strongyloides stercoralis 
are usually mild, they can be severe ' and some- 
times fatal.* The patient reported in this paper is of 
interest for several reasons. First, she had a massive 
Strongyloides infection, complicated by a terminal 
Escherichia coli septicemia and meningitis. Second, 
there was a lag of at least 36 years between the 
time of first infection with the parasite and the 
appearance of severe symptoms. Third, at autopsy, 
there was evidence of an overwhelming internal 
autoinfection. 

Obviously, the disease must have been present 
for many years in a subclinical state. The intensifica- 
tion of her infection followed several abdominal 
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OVERWHELMING STRONGYLOIDES INFECTION 


Harold W. Brown, M.D. 


and 


Vincent P. Perna, M.D., New York 


operative procedures, but there must have been 
other less obvious factors also responsible for the 
development of the severe autoinfection. 

It will be recalled that the life cycle of this para- 
site usually involves the passage of rhabditiform lar- 
vae in the stool. These mature outside the body into 
infective filariform larvae. Ordinarily they then 
penetrate the skin of another host, migrate to the 
lungs, and eventually reach the gastrointestinal 
tract, where they develop into the mature worms. 
In some cases, however, the rhabditiform larvae de- 
velop into filariform larvae before they leave the 
gastrointestinal tract. These filariform larvae may 
then invade the wall of the lower intestinal tract 
and migrate by the blood stream and lymphatics 
to the lungs. This is referred to as the autoinfection 
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or a hyperinfection phase of the life cycle. Auto- 
infection, as in this case, may eventually be asso- 
ciated with severe symptoms and death. 


Report of a Case 


The patient, a 58-year-old woman, was first admitted to 
the hospital in February, 1954, with massive gastrointestinal 
bleeding. She was born in Panama and moved to New York 
City 36 years ago. Since then she had worked as a beautician 
An x-ray examination of the gastrointestinal tract indicated 
extensive diverticulosis without evidence of diverticulitis or 
other apparent cause for her bleeding. Her hemoglobin 
level at this time was 11.0 Gm. %, and her white blood cell 
count was 7,300 per cubic millimeter, with 76% neutrophils 
and 2% eosinophils. An exploratory celiotomy was performed. 
Extensive diverticulosis of the large intestine was found. 
A partial sigmoidectomy was done, accompanied by a trans- 
verse colostomy. Examination of the surgical specimen re- 
vealed only diverticulosis and chronic mesenteric lympha- 
denitis. 

In April, 1954, the patient was readmitted for closure of 
her transverse colostomy. The hemoglobin level at this time 
was 12.3 Gm. % and white blood cell count showed 8% 
eosinophils. In June, 1954, the patient had diarrhea for a 
day or two, accompanied by the passage of bright red blood. 
Her hemoglobin level at this time was 12.4 Gm. ¥. She had 
no further bleeding, but there was a continuous loss of 
weight from 131 Ib. (59.4 kg.) to 102 Ib. (46.3 kg.). In 
December, 1954, the patient entered the hospital for the 
repair of an abdominal hernia at the site of her colostomy 
incision. At this time her hemoglobin level was 13.4 Gm. %, 
and her white blood cell count was 6,050 per cubic milli- 
meter, with 63% polymorphonuclear cells and 9% eosinophils. 

Soon after her discharge from the hospital in December, 
the patient had episodes of vomiting, which increased in 
frequency. On readmission to the hospital on Feb. 3, 1955, 
she was vomiting four or five times a day. The vomitus, 
usually stained green, frequently contained recently ingested 
food, but not recognizable blood. On physical examination 
the patient weighed 90 Tb. (40.8 kg.). The abdomen was 
not distended, and there were no abdominal masses. Four 
positional x-ray films of the abdomen indicated gas in the 
small intestine and numerous barium-filled diverticula of 
the colon. She was thought to have a partial obstruction in 
the midportion or lower part of the small intestine. A Miller- 
Abbott tube was passed. Her hemoglobin level was 13.5 
Gm. €. She was rehydrated. On the day after her admission 
her serum sodium level was 121 mEq. per liter, serum 
potassium level 5.1 mEq. per liter, serum chloride level 
94 mEq. per liter, blood urea nitrogen 25 mg. ¥%, and serum 
bicarbonate level 21.6 mEq. per liter. 

On Feb. 6 there was an unexplained rise in the white 
blood cell count from 13,000 to 23,000 per cubic millimeter 
Oxytetracycline (Terramycin), streptomycin, and_ penicillin 
were given. Early on Feb. 9 she complained of a chilly 
sensation with her temperature rising to 100 F (38 C). She 
complained of headache but was completely rational. Later 
in the day she was found unresponsive, her neck was stiff, 
and she had a positive Kernig sign, a definite Babinski sign 
on the left, and questionable signs of a left-sided hemi- 
paresis. A lumbar puncture revealed a cloudy spinal fluid 
with 8,000 white blood cells per cubic millimeter, 88% of 
which were polymorphonuclear leukocytes. Blood, urine, 
spinal fluid, and throat cultures all revealed gram-negative, 
extracellular, rod-shaped organisms. The patient appeared 
to be in shock with a blood pressure of 100/40 mm. Hg, 
temperature 100 F, pulse 120 per minute, and respirations 
24 per minute. The abdomen was soft; no organs or masses 
were palpable. Later in the day there was a marked peri- 
pheral edema, and the white blood cell count was 30,000 
per cubic millimeter, with 84% neutrophils. The erythrocyte 
sedimentation rate was 7 mm. per hour. 
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The organism in the blood stream and spinal fluid was 
identified as Escherichia coli, and, accordingly, penicillin 
therapy was discontinued and chloramphenical and_sulfa- 
diazine were added to her antibiotic therapy. She required 
levarterenol (Levophed ) bitartrate for maintenance of blood 
pressure level, and therapy with hydrocortisone (Hydro- 
cortone) was started. On Feb. 10 the patient became more 
responsive; she could answer simple questions and was 
aware of her environment. On Feb. 11 she was in shock, 
her blood pressure became unobtainable, and there was 
evidence of pulmonary edema. She was rapidly digitalized 
and also given streptomycin intrathecally. She died the 
same day . 

The clinical diagnoses were (1) Esch. coli meningitis, 
(2) Esch. coli septicemia, (3) terminal pulmonary edema, 
(4) possible brain abscess of the right cerebral hemisphere, 
and (5) diverticulosis of the colon. 


Autopsy 


An autopsy was performed after one and one-half 
hours. Only the relevant pathological findings are 
reported here. 

Gross Examination.—Each pleural cavity con- 
tained about 300 cc. of straw-colored fluid. The left 
lung weighed 750 Gm. and the right 875 Gm. There 
was extensive bilateral pulmonary hemorrhage. 
Grossly the small intestine was normal expect for 
dilation and severe edema of the duodenum and the 
proximal one-half of the jejunum. There were hun- 
dreds of diverticula in the colon. The mesenteric 
lvmph nodes were four to five times average size. 
The subarachnoid space over the convexities of the 
cerebrum and cerebellum contained a_ profuse 
amount of greenish-yellow purulent material. The 
cisterna magnum and cisterna ambiens were filled 
with similar appearing material. 

Microscopic Examination.—In the lungs there was 
extensive recent hemorrhage and scattered foci of 
acute lobular pneumonia associated with acute 
bronchitis and bronchiolitis. In addition, there were 
numerous filariform larvae in small branches of 
the pulmonary artery, in alveolar capillaries, and in 
the alveoli. Sometimes the larvae appeared coated 
with strands of fibrin, and sometimes they were 
marginated by a few mononuclear cells as they pro- 
jected into the alveoli. No adult worms were seen 
in the lungs. The endothelial cells of the pulmonary 
arteries were moderately hyperplastic. Numerous 
larvae were also found in subpleural lymphatics and 
intrapulmonary lymphatics. They were accompanied 
by a mild to moderate chronic inflammatory re- 
sponse consisting of a few mononuclear cells, an 
occasional giant cell, some polymorphonuclear 
neutrophils, and occasional eosinophils. In some 
areas the eosinophilic infiltration was predominant. 

There was severe, generalized fatty metamorpho- 
sis of the liver. Throughout the liver there were 
numerous small focal granulomatous lesions in 
which filariform Strongyloides larvae were found 
(see figure, A). These were in the portal areas, 
adjacent to portal veins, as well as within the 
hepatic lobules. They consisted of rounded collec- 
tions of large mononuclear cells, multinucleated 
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giant cells, polymorphonuclear leukocytes, some 
eosinophils, plus cellular debris and larvae. In some, 
the multinucleated giant cells had partially phago- 
cytized the larvae (see figure, B); in others the 
mononuclears were surrounding the larvae. Many 
lymphatics in the larger portal areas also contained 
larvae associated with a polymorphonuclear, large 
mononuclear inflammatory response. 

There were numerous filariform larvae in lympha- 
tics of the portal vein, gallbladder, pancreas, adren- 
als, and thyroid and parathyroid glands. In the base 


of the gastric glands there were numerous rhabditi- 
form Strongyloides larvae and an occcasional adult 
worm. The larvae were coiled and measured ap- 
proximately 15 to 20 » in diameter. In the bottom of 
the glands the larvae appeared to be surrounded by 
an acellular membrane. The larvae were also found 
in the lamina propria of the mucosa. Portions of 
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adult female worms were seen also in the stroma of 
the lamina propria. Eggs (see figure, D), most of 
which were undergoing development, were also 
present in the glands and in the stroma, although 
some seemed to occupy an intraepithelial posi- 
tion. There were no ulcerations of the gastric 
mucosa, although the epithelium was hyperplastic. 
There was a moderately severe chronic inflam- 
mation in the lamina propria. There was no pene- 
tration of the adult worms beyond the muscularis 
mucosa. 


Strongyloides infection. A, larva in liver. B, giant cell about larva. C, larva penetrating wall of colon into peritoneal cavity. 
D, eggs developing in stomach mucosa. E, larvae and eggs in duodenal mucosa. F, adult parasitic female and larvae in mucosa 
of duodenum. G, larva in mesenteric lymph node. 


The changes in the duodenum (see figure, F 
and F) and jejunum were essentially similar to 
those seen in the stomach. In one high-power field 
79 larvae were counted in the contents of the 
jejunum. Numerous larvae penetrated the lamina 
propria, the submucosa, the muscularis, and the 
subserosal lymphatics of the ileum. Occasionally 
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the larvae in the muscularis were surrounded by 
large mononuclear cells, eosinophils, and a few 
polymorphonuclear leukocytes. 

There was extensive diverticulosis of the colon 
with no evidence of diverticulitis. Numerous filari- 
form larvae were found in the lamina propria, the 
muscularis, and in the subserosal lymphatics. The 
larvae were accompanied by the usual inflammatory 
response seen elsewhere. In one area larvae had 
penetrated through the serosa of the colon and 
projected into the peritoneal cavity (see figure C ). 
Few larvae were present in the fecal material of 
the colon. 

The lymph sinuses of the mesenteric lymph nodes 
(see figure, G) as well as the lymph node paren- 
chyma_ contained numerous filariform _ larvae. 
Large mononuclear cells and multinucleated giant 
cells were marginating some of the larvae. In addi- 
tion, some giant cells appeared to be phagocytizing 
the larvae. 

The leptomeninges of the medulla, cerebellum, 
and spinal cord contained small numbers of poly- 
morphonuclear leukocytes and lymphocytes. A few 
similar cells were seen in the walls of the lepto- 
meningeal veins. The final diagnoses included se- 
vere S. stercoralis infection, Esch. coli septicemia, 
and Esch. coli meningitis. 


Comment 


The immediate cause of the patient's death was 
an overwhelming Esch. coli septicemia and 
meningitis. There was also a massive Strongyloides 
infection. The Strongyloides infection probably con- 
tributed to the patient’s death in several ways. The 
larvae migrating in a hyperinfective cycle from the 
intestinal contents could have repeatedly carried 
Esch. coli on their surface or in their intestinal tracts 
into the blood stream. Such bacterial infections 
probably occur frequently in patients with Strongy- 
loides infections. However, a robust person can 
probably control these bacteremias; otherwise 
fatalities in persons infected with Strongyloides 
would be more common. This patient, however, 
was debilitated and had lost 41 Ib. (18.6 kg.) (30% 
of her weight) in a year, due partially at least to 
the massive Strongyloides infection. This may have 
been one of the factors increasing her suscepti- 
bility to bacterial infection. The massive larval 
invasion of many organs and especially the exten- 
sive migration of the larvae through the lungs, 
producing extensive hemorrhage, undoubtedly con- 
tributed to her death. 

The patient lived in New York City continuously 
for 36 years prior to her death, and therefore her 
massive Strongyloides infection was, in all prob- 
ability, due to the hyperinfective cycle of the 
parasite. It is very unlikely that infection from the 
soil occurred during her residence in New York. 
There are cases reported in which the infection has 
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persisted for 20, 26, and 30 years, presumably 
without infection from an outside source. Except for 
the last year of her life, this patient was free of 
symptoms. Moreover, careful examination of serial 
sections of large intestine, removed at operation 
a year before her death, failed to reveal any 
Strongyloides in this tissue. However, at autopsy 
larvae were present in very large numbers. As many 
as 79 were counted per high-power field in the 
contents of the jejunum, and lesser numbers were 
counted in the contents of the colon. These findings 
are consistent with the activation of the hyperin- 
fective cvcle during the last year of her life after 
the partial sigmoidectomy. In addition, there was 
a gradual increase in the eosinophil count from 1% 
to 9% during this time. This may have been in 
response to an increasing larval migration. 

Numerous filariform larvae were found in various 
tissues, and a number of them were obviously dead 
and undergoing necrosis and phagocytosis. It would 
appear that the entrapment and destruction of lar- 
vae in the tissues plays an important role in pre- 
venting overwhelming Strongyloides infections due 
to the hyperinfective cycle. 

There has been considerable speculation con- 
cerning the existence of a parasitic male adult worm. 
It has been suggested that the adult male passes 
out of the gastrointestinal tract of the host after 
mating is accomplished. However, Kreis * reported 
the presence of parasitic male adult worms in the 
lungs of dogs. A careful examination of many lung 
sections from this patient failed to reveal adult 
worms of either sex. Over 600 adult parasitic fe- 
males were collected from a portion of jejunum, 
yet not a single parasitic male adult worm was 
found. 

600 W. 168th St. (32) (Dr. Brown). 
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The Council has authorized publication of the following report. 
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ORAL MEDICATION WITH PREPARATIONS FOR PROLONGED ACTION 


Carl A. Dragstedt, M.D., Chicago 


Historical Background 


Attempts to prevent gastric irritation and vomit- 
ing by enclosing irritant drugs within gastro-resis- 
tant coatings are credited to Unna and others more 
than 100 years ago. Some of these early coatings 
consisted of keratin, phenyl salicylate (salol), or 
gelatin hardened in formaldehyde. The prepara- 
tions were called enteric, since the objective was 
to have them withstand gastric digestion but, never- 
theless, disintegrate and undergo absorption in the 
intestine. These preparations were not uniformly 
successful, with respect to this objective. On the one 
hand, some soluble drugs were found able to dif- 
fuse through coatings which were satisfactorily 
insoluble in gastric juice, and, on the other hand, 
some enteric preparations were so resistant to dis- 
integration and solution that they traversed the 
entire gastrointestinal tract intact. Nevertheless, such 
preparations continued in use and served a some- 
what useful purpose. Attempts to improve upon the 
enteric coatings were made at sporadic intervals, 
but in a more or less desultory fashion, since the 
reasons for doing so did not appear particularly 
persuasive or rewarding. 

As years went by, an increasing number of drugs 
came to be administered by parenteral injection be- 
cause of various sorts of limitations to their oral 
effectiveness. During the era when drugs were ad- 
ministered virtually exclusively as oral preparations, 
it was recognized that various drugs varied con- 
siderably as to the duration of their effects; how- 
ever, parenteral administration emphasized this 
distinguishing characteristic among drugs, since 
the gross variable due to gastrointestinal absorp- 
tion presumably was eliminated. This, in turn, 
served to focus attention upon the fate of the drug 
within the body and upon the roles played by 
bindings, chemical change, storage in inert depots, 
and excretion in determining the duration of the 
drug’s sojourn in the body and the consequent 
duration of its effect. More simply, parenteral ad- 
ministration emphasized the importance of learning 
the time-course of this disposal even in the instances 
in which mechanisms were little understood, or 
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conversely of learning the blood levels achieved 
by various drug dosages and the time-course of the 
subsequent declines in these levels. 

It was inevitable, of course, that the duration of 
action of a number of drugs did not coincide with 
the clinical or therapeutic desiderata. When the 
action was substantially longer than desired, atten- 
tion was directed toward synthesizing shorter acting 
congeners; when the action was substantially short- 
er than desired, recourse was made to several de- 
vices. Some of these, such as the use of probenecid 
to impair the renal excretion of penicillin, are un- 
related to the current topic. More commonly, efforts 
were made to delay, and thus prolong, the absorp- 
tion of the drug from the injected site. This proved 
exceptionally fruitful. The various penicillin and 
insulin preparations may be cited as outstanding 
examples of successes in this direction. 

These successes with injectable preparations re- 
awakened interest in the possibility of modifying 
oral preparations of drugs so as to delay and prolong 
the absorption and thereby the action of the active 
ingredients, with the comparable objective of im- 
proving their therapeutic effects. As a result of this 
interest, the market is now more or less deluged 
with preparations purporting to have delayed ac- 
tion, repeat action, and sustained action. The rush 
to prepare all sorts of medicaments in some one of 
the prolonged forms has been so great that one 
manufacturer taunted his competitors by preparing 
a long-acting placebo. Before the contagion be- 
comes too general, it seems appropriate to survey 
the problem in a general way. 


Preparations for Prolonged Action P 


Manufacturing Methods.—The methods for mak- 
ing preparations designed for delayed disintegration 
and absorption will be referred to only in general : 
terms since this is a pharmaceutical problem. Most 
of them fall into two categories: (1) those in which 
the active drug is coated with some agent more or 
less resistant to gastric digestion or which dissolves 
or disintegrates slowly in any fluid (e. g., fats, 
waxes, fatty acids, shellacs, glycerinesters ) and (2) 
those in which the active drug is adsorbed on an 
ion-exchange resin from which it is rather slowly 
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eluted. An enormous variety of agents of the first 
category has been studied, and their very number 
is something of a mute testimonial to the fact that 
none has been found to be uniformly successful. 
They are marketed in the form of tablets, capsules, 
and liquid suspensions. Some of them are made 
after the fashion of the old-time “jaw-breaker” 
candies of our childhood days, the alternating con- 
centric rings of assorted colors in the candy having 
their counterpart in alternating rings of coating 
material and drug. Still others are prepared by 
incorporating the drug with sugar pellets or other 
nuclei, coating these nuclei with varying thicknesses 
of a selected coating material, and preparing the 
ultimate dose-form (whether capsule, tablet, or 
liquid ) by assembling an appropriate conglomerate 
of coated and uncoated pellets. The repeat-action 
product is a preparation (most commonly tablet 
but not necessarily so) in which the two or three 
doses of the active ingredients that the unit con- 
tains are released at two or three presumably pre- 
determined time intervals. Usually the first dose is 
released when the sugar coating dissolves and the 
subsequent portion when the tablet disintegrates. 
The sustained-action product is a preparation (cap- 
sule, tablet, or liquid) which purports to release 
a portion of the active ingredient relatively prompt- 
ly and subsequent portions more or less uniformly 
throughout the ensuing period of 6 to 12 hours. 
Several variants to these patterns (e. g., combined 
types ) are also available. 

Advantages.—The advantages claimed for these 
prolonged forms of medication are obvious. Medi- 
cation taken once a day instead of two, three, or 
four times eliminates the inconvenience for the 
ambulatory patient of taking medication when away 
from home (and thereby forgetting some doses ) 
and saves the time of the nurses charged with dis- 
tributing medicaments to institutionalized patients. 
A more substantial advantage claimed is that ad- 
ministration of these prolonged forms obviates the 
peaks and valleys of drug concentration in blood 
and tissues, which are associated with intermittent 
administration of ordinary preparations, and en- 
ables certain drugs to maintain their effectiveness 
through the bedtime hours. Thus, there are a 
number of areas in which the employment of pro- 
longed forms of medication presents opportunities 
for improved therapeutic effects. For example, it 
is generally agreed that there is an increased 
nocturnal secretion of gastric juice in the average 
patient with duodenal ulcer and that most 
cholinergic blocking agents usually reduce gastric 
secretion for only two to four hours (if at all), 
when given in ordinary therapeutic doses. There- 
fore, there would be some merit to a preparation 
which would prolong such an action to eight hours 
or so. Likewise, smoothly sustained blood levels of 
sulfonamide compounds and antibiotics are to be 
desired, since the chemotherapeutic effectiveness 
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of a number of such agents has been closely cor- 
related with the steady maintenance of adequate 
blood and tissue levels of drugs. 

Specific Problems.—Acknowledging the _praise- 
worthy objective of prolonged preparations in cer- 
tain fields does not, however, necessarily constitute 
an admission that they achieve this objective in 
these fields, nor constitute an encouragement to the 
extension of such preparations in a random or wide- 
spread manner. Some simple facts must be borne 
in mind, with respect to the problem. Administer- 
ing a drug preparation by mouth involves many 
more variables than when it is injected intra- 
muscularly or subcutaneously. It may enter a 
stomach with or without food, and with or without 
much gastric juice. It may remain there for widely 
variable periods of time and then be emptied into 
an intestinal tract, which also may vary as to the 
digestive juices with which it accosts the prepara- 
tion and the celerity with which it transports it to 
the outside world. It would be rather a meaningless 
exercise to determine the averages of such variables, 
since only a minority of individuals could be ex- 
pected to coincide with such averages. It seems 
probable, therefore, that it would be almost futile 
to devise protective coatings which would ensure 
uniform times for disintegration and absorption 
from patient to patient. 

Campbell and co-workers ' from the Food and 
Drug Laboratories of Canada have studied what 
they call the “physiological availability” of drugs in 
various preparations, by determining the percent- 
ages of administered drug that is absorbed. Using 
agents whose absorption could be determined with 
some precision (riboflavin and sodium aminosali- 
cvlate) and administering the agents by means of 
tablets which had varying disintegration rates when 
tested by a modification of the U. S. P. tablet- 
disintegration method, they found that “to ensure 
complete availability, simple tablets should have 
an in vitro disintegration time of less than 60 
minutes as determined by the official method.” On 
examining 11 commercially available prolonged- 
action preparations, they found that 10 of these 
had in vitro disintegration times of more than 60 
minutes, indicating, by inference, that for all of 
these the physiologically available drug contained 
therein would be something less than the labeled 
amounts. 

Their studies are sufficiently convincing to war- 
rant the statement that a preparation which actually 
succeeds in delaying the disintegration of the ad- 
ministered form, and thereby the absorption of the 
active ingredient to any dependable degree, inevi- 
tably does so at the expense of some loss in pre- 
cision of dosage. The corollary of this would seem 
to be that no drug for which precision of dosage is 
of paramount importance should be administered 
by a prolonged-type preparation. This applies to 
a considerable number of drugs of which the digi- 
talis glycosides may be cited as examples. 
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There is a second corollary which can be drawn 
from their studies. When a drug is normally irregu- 
larly or incompletely absorbed after oral administra- 
tion as compared with parenteral injection, it seems 
inevitable that this erratic behavior would be ac- 
centuated by administering it in one of the pro- 
longed-type preparations. There are quite a number 
of such drugs, and they may be readily recognized 
by noting the marked disparity between the oral 
dose and the parenteral dose when the drugs are 
administered both ways. Several of the ganglionic 
blocking agents used in the management of hyper- 
tension illustrate this characteristic. A number of 
published reports support the contention that ad- 
ministration of prolonged-type preparations leads 
to (1) a more prolonged effect than that produced 
after administering ordinary preparations and/or 
(2) a more evenly sustained level of drug in the 
blood. Unfortunately the great majority of these 
reports state that 10 mg. of drug “X” given as a 
prolonged-type preparation resulted in a longer 
duration of clinical effects than did 5 mg. or so of 
drug “X” given as an ordinary preparation. Of 
course it should! So would 10 mg. of drug “X” 
given as an ordinary preparation. Only a few 
drugs (e. g., alcohol) have a more or less fixed rate 
of disposal, so that increasing the dose increases 
the duration of action more or less to an equal 
degree. Nevertheless, for the great majority of 
drugs, whose disposal is patterned along the lines 
of so-called decay curves, an increased dosage re- 
sults in a definite increase in the duration of its 
effects, even though this is not a direct relationship. 
In a few studies, determinations of blood levels 
have been adequate enough to establish that there 
is less “peak and valley” rise and fall in such levels 
after administration of prolonged-type preparations 
as compared with ordinary preparations. These are 
quite convincing, but it should not be forgotten that 
such evidence, which is valid for drug “X,” cannot 
be construed as applving necessarily to drugs “Y” 
or “Z.” 

Contraindications.—Mention was made previously 
of some areas in which prolonged-type prepara- 
tions would appear to offer advantages. It is equally 
appropriate to mention some areas or circumstances 
in which they would appear to be contraindicated. 
In addition to the contraindications which stem 
from the behavior of the drug as to characteristics 
of absorption and duration of action, there are clin- 
ical considerations which challenge the advisability 
of prolonged-type preparations for certain drugs. 
One may include here, at least as being debatable, 
the employment of prolonged-type preparations for 
the amphetamines and other anorexigenic agents 
used in the treatment of obesity. In view of the 
lack of general agreement as to the mechanism by 
which these drugs have an anorexigenic action and 
the likelihood that they are not effective without 
some attendant central and cardiovascular stimula- 
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tion, their employment for this purpose may be 
more of a price to pay than the trivial villainy 
of eating between meals is worth. 

Still more questionable, in my opinion, is the use 
of prolonged-type preparations of glyceryl trini- 
trate (nitroglycerin) in angina pectoris. This agent 
has achieved its deserved reputation because it is 
rapidly absorbed when given sublingually and is 
quickly effective in relieving an anginal attack. The 
value of any of the nitrites as prophylactic agents is 
less firmly established, and the shift to a swallowed 
administration form is a shift to a much more er- 
ratic absorption for glyceryl trinitrate, whether 
coated or not. Indeed, in one controlled study, oral 
administration of 2-mg. capsules of the drug, four 
times daily, was found to be no more effective than 
a placebo for controlling anginal pain.* Moreover, 
the currently marketed prolonged-type prepara- 
tions of this drug are viewed with grave misgivings. 
They are available as oral tablets containing 2.5 and 
6 mg., which represent from 6 to 15 times what is 
generally considered to be the optimum sublingual 
dose of 0.4 mg. Accordingly, in view of repeated 
reports * that only minor increments in dosage 
beyond this optimum may produce, in occasional 
patients, the so-called paradoxical effect of a re- 
duced coronary flow with attendant collapse (con- 
sequent to a venous pooling in the lower extremities 
and diminished venous return to the heart), the 
administration of such preparations assumes a de- 
gree of precision in their rate of absorption which 
strains one’s credulity. Experience may prove that 
misgivings are groundless in both of these instances, 
but the reasons for them illustrate the attitude 
with which the substitution of prolonged forms for 
ordinary forms of administration should be viewed. 


Summary 


No drug whose precision of dosage is important 
should be administered by a prolonged-type prepa- 
ration, because a bona fide decrease in disintegra- 
tion and absorption necessitates an unknown de- 
crease in physiological availability. Drugs whose 
normal absorption from the gastrointestinal tract is 
impaired or erratic should not be administered by 
prolonged-type preparations. The administration of 
drugs in a prolonged-type preparation should be 
viewed with misgiving if the total dose adminis- 
tered is more than two or three times the usual 
therapeutic dose, unless the drugs concerned are 
known to have substantially wide margins of safety 
between therapeutic and toxic ranges. These restric- 
tions leave a substantial area in which there is rea- 
son to anticipate that the employment of prolonged- 
type preparations should offer advantages over con- 
ventional preparations. At present, there is grave 
disagreement as to the relevance of in vitro tests, 
with respect to predicting the behavior of pro- 
longed-type preparations when administered to pa- 
tients. It seems unlikely that variations in the tests 
will dispel this uncertainty, since the variability 
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between patients will remain, no matter how stand- 
ardized the in vitro procedures become. The cau- 
tious physician would be wise not to become un- 
warrantedly optimistic as to the precision with 
which the prolonged-type preparations can achieve 
the theoretical goals envisioned for them. 
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STATE OF 


NUTRITIONAL 


The best provision for well-being in any period 
of life is to arrive at that point in good nutritional 
and physical status. The well-born infant is sturdier 
throughout infancy than the baby poorly born; the 
sturdy infant has stores to give impetus to growth 
in the preschool years. The child who is in excellent 
nutrition will have stores to be drawn upon during 
the rapid growth at puberty. The well-nourished 
mother can nourish her fetus well; therefore, the 
best insurance for a healthy infant is a mother who 
is healthy and well nourished throughout her en- 
tire life, as well as during the period of pregnancy 
itself. 

Present mortality statistics show that, though we 
have made impressive progress in lowering the 
death rate of children under one year of age, the 
neonatal death rate is still declining too slowly. The 
fetal and neonatal death rates, plus the number of 
incurably damaged infants, total a wastage that 
is far too high. In any study of such wastage, the 
conviction grows that long-term, poor nutrition of 
the mother is one of the most important factors. 
Proof of this is obviously difficult to obtain. 


Importance of Nutritional Status Prior 
to Conception 


Animal studies have shown that severe nutritional 
deficiency prior to conception results in death or 
abnormality of the fetus.‘ The deficiencies in the 
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PRIOR TO CONCEPTION 


maternal animal are carefully graded not to be 
sufficiently severe to cause death of the embryos, 
vet sufficiently serious to cause malformations in 
many of the fetuses. The degree of deficiency 
needed to produce fetal or neonatal death, mal- 
formations, or premature delivery in the human 
mother cannot be determined easily. Yet both 
historical evidence and careful observational studies 
give evidence that the long-term nutritional status 
of the mother is an important factor in determining 
the health of her infant. 

In any war, large numbers of people are sub- 
jected to nutritional changes usually detrimental. 
Smith,’ in reporting on wartime starvation in Hol- 
land, noted that the food situation there began to 
deteriorate in October, 1944, and by December of 
that year reached a low level that was steadily 
maintained until liberation in May, 1945. Previous 
to October, 1944, rations for pregnant women and 
nutrition in general were fairly good. During the 
early part of 1945, pregnant women had available 
less than 1,000 calories and from 30 to 40 Gm. of 
protein daily. The hunger period thus represented 
a period of acute undernutrition after four years of 
regulated but reasonably adequate nutrition. Babies 
conceived before and bom during the hunger 
period were shorter and weighed less than those 
born before this period. The incidences of still- 
birth, prematurity, and congenital malformation 
were not significantly increased. It appears that 
during periods of acute hunger, after several years 
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of at least fair nutrition, the mother’s own body can 
provide sufficient nutrients to bring her fetus to 
term. During the hunger period, amenorrhea was 
common, and too few babies were conceived for 
data on stillbirths, prematurity, and neonatal death 
rate to be statistically reliable. 

The results of the Holland study were interpreted 
as evidence that fetal growth in weight and length 
was mostly affected by the mother’s diet during the 
latter part of pregnancy. By this same criterion, the 
rate of development and the viability of the fetus 
must be affected chiefly by the maternal status well 
before the last half of pregnancy. Smith comments 
that “the results of any form of dietary inadequacy 
must vary in accordance with its extent in time, 
with the period of gestation in which it occurs, and 
especially with the duration of inadequacy before 
pregnancy.” 

The siege of Leningrad lasted from August, 1941, 
to January, 1943. The food situation was at its 
worst between August, 1941, and February, 1942. 
That winter was unusually severe, with no heat 
available for the houses, and the food supply was 
both insufficient and of inferior quality. The chief 
staple was a bread, one-half consisting of a defec- 
tive rye flour and the rest being such substitutes as 
cellulose, bran, and malt. The status of newborn 
infants was reported by Antonov * for 1942, com- 
pared with the data for previous years. The birth 
rate fell strikingly, and the stillbirth rate doubled 
during the first half of 1942. The incidence of pre- 
maturity increased to 41.2% of the total live births. 
Nine per cent of the full-term infants and 31% of 
the premature infants died during the neonatal 
period. During the second half of 1942, so few 
babies were born as to warrant investigation into 
the nutritional status of their mothers. Apparently 
only women able to get considerable additional 
food during the entire period were able to conceive 
during the siege. Amenorrhea was widely prevalent. 

Why did the results in Leningrad differ so strik- 
ingly from those in Holland? The answer seems to 
lie in the fact that the women in Leningrad had not 
been on a regulated, fairly adequate diet regimen 
before the siege. During the siege they were often 
compelled to do outdoor work in bitter cold 
weather; calories ingested had to be used to main- 
tain body heat. It seems highly probable that 
chronic malnutrition of some degree for a long 
period was followed by the acute undernutrition 
and malnutrition of the siege period. The fact that 
even the full-term infants had conspicuously low 
vitality, suckled poorly, and had low resistance to 
infection supports such a conclusion. The mothers 
had insufficient nutrients to give from their own 
bodies. 

Baird * has commented that the conspicuous drop 
in stillbirth rates which occurred during World 
War II in the British Isles was ascribed wholly to 
improvement in the diet of pregnant women. Des- 
pite the anxiety and stress of the early war years, 
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the stillbirth rate showed a drop of 3 per 1,000 
births between 1939 and 1941. By 1942, the scheme 
of food priorities was well established, and the war 
situation had improved. After 1942, the rates for 
prematurity, congenital debility, and birth injury 
fell markedly. No further decrease has occurred 
since 1948. Baird raises the question as to whether 
further improvement must wait for improvement in 
nutrition throughout growth, resulting in better 
physique. “We cannot attain a minimum rate till 
all mothers have had the advantage of good food 
and environment since infancy.” 

A statistical survey of infant mortality in Great 
Britain in relation to social class * also brought out 
the marked drop in stillbirth and neonatal mortality 
discussed by Baird. Yet, though over-all lowering 
was impressive, the relative distribution of these 
early deaths among the five economic classes had 
not changed. The gap between the death rates for 
professional and managerial classes (class 1) and 
unskilled workers (class 5) was as wide in 1948 
as in 1928, though the whole curve showed a steady 
decline. Since all pregnant women during the war 
showed improved nutritional status, these relative 
differences were ascribed, at least in considerable 
part, to the poorer lifetime nutrition of the mothers 
from the lower class. 

Thomson,” in an ingenious study planned to 
assess the results of lifetime diets, reasoned that 
girls always well nourished in all nutritional essen- 
tials would grow to the full height that their 
heredity would permit and would be in vigorous 
health. On the contrary, girls ill-nourished through- 
out all of childhood would be somewhat stunted 
and in poor health. If a large number of pregnant 
women were to be studied, the influence of these 
factors could be distinguished. A survey of nearly 
3,500 primiparas in Aberdeen, Scotland, showed 
minimum prematurity rates (32 per 1,000 live 
births ) and neonatal death rates (19 per 1,000 live 
births) among infants born to mothers 64 in. and 
over in height and in good general health. Signifi- 
cantly higher rates (91 per 1,000 and 37 per 1,000 
live births, respectively ) were found among infants 
of women who were both small in stature (under 
61 in.) and in unsatisfactory health. Several hun- 
dred women were included in each group. 

In the United States, Burke and collaborators ’ 
have studied the relation between diets of mothers 
and the physical status of their successive siblings. 
The authors state that “all of the stillborn infants, 
all of the neonatal deaths but one, all of the pre- 
mature infants but one (a neonatal death), all of 
the functionally immature infants, and most of the 
congenital defects were found in the group of in- 
fants born to mothers with ‘poor’ or ‘very poor 
prenatal diets. Since no major effort was made to 
change the dietary habits of these women, it is 
probable that in the majority of cases the prenatal 
dietary rating was representative of long-time food 
habits.” When the diet histories showed that the 
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food habits of the mothers had improved mater- 
ially before the birth of the second sibling studied, 
the condition of these second infants was also im- 
proved; if the mother’s diet had deteriorated, so 
did the condition of her infant, compared to his 
earlier born sibling. 

In a recent review, Garry “ stressed the fact that 
pregnancy and lactation, though normal processes, 
do provide additional stress. A diet just satisfactory 
for the nonpregnant woman may be insufficient for 
her during pregnancy. 

Studies of indigent pregnant women in lowa have 
shown that the diets ingested by pregnant women 
do not differ conspicuously, except in quantity, from 
their lifetime diets.” With few exceptions, a woman 
whose diet is poor in pregnancy can be considered 
as having had a poor diet since early childhood. 
Conversely, a woman whose dietary habits are good 
when she enters pregnancy usually has been well 
nourished throughout life. 

Of 404 women studied, only 37 ingested more 
than 75% of the amount listed in the National Re- 
search Council's Recommended Dietary Allowances 
(1948 edition) for each of the 10 nutrients studied. 
Many of these 37 achieved sufficient amounts of 
the given nutrients only at the expense of excessive 
caloric ingestion, for their food choices included 
too much carbohydrate food. The diets of 110 
women were classed as poor, and 76 were classed as 
very poor. Though only 29 women ingested less 
than 1,800 calories daily, 44% of the entire group 
of 404 women was classed as poorly nourished, the 
remainder having fair to excellent nutrition. 

Three per cent of the 227 women with fair to 
excellent dietary habits delivered single infants pre- 
maturely.'” Usually, these women had had five or 
more pregnancies in rapid succession. Such a wom- 
an needs unusual care given to her nutrition in 
order to avoid depletion. All the infants were in 
good condition, and the smallest weighed 1,970 
Gm. (4.3 lb.). In contrast, 10% of the 177 mothers 
in the group who had always been poorly nourished 
delivered prematurely. One infant was. stillborn, 
4 were born with severe congenital anomalies, and 
5 of the 10 intants born alive died within the first 
week. Six of the 12 mothers whose diets were the 
poorest and who delivered prematurely were under 
21 vears of age. It was the first pregnancy for five 
of the mothers and the second for the sixth mother. 
These young mothers were not physiologically 
equal to the task given to them. Their dietary his- 
tories gave evidence of poorly chosen diets since 
early childhood. 


Nutritional Status of Women of 
Childbearing Age 


In the United States, it appears that in all strata 
of society the adolescent girl has the poorest diet of 
any member of the family. The urge for slender- 
ness and the compulsion to do as the group does 
result in the girl's refusal to eat nutritious food at 
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home; yet she snacks frequently at the gathering 
places for her group. The result too often is the 
ingestion of a decidedly unbalanced diet. Milk is 
eschewed because it is considered fattening. High- 
carbohydrate snacks are ingested at such times that 
appetite for meals is destroyed; however, the food 
ingested does not satiate, and more snacking is 
indulged in, often to the point of obesitv. The girl 
is malnourished, and her plane of nutrition is low. 

At the State University of Iowa, a group of 
adolescents with severe dental caries was studied. 
An unexpected time-lag in the improvement of the 
incidence of caries was found in the group when 
given a good dietary regimen. Such a_time-lag 
indicated that the amount of time required to raise 
a subject to a higher plane of nutrition might vary 
with the length of time the subject has been main- 
tained in poor nutrition and with the relative diffi- 
culty of absorption and utilization of the nutrients 
involved. To accomplish an increase in absorption 
of those nutrients normally absorbed with some 
difficulty, such as calcium and iron, might take 
more time than to achieve an increased absorption 
of those nutrients readily soluble in water which are 
rapidly and completely absorbed. For these reasons, 
we studied the retention of calcium, phosphorus, 
and nitrogen by three groups of girls from 11 to 18 
vears in age."' 

All the girls had received an adequate amount 
of calories. The diets of the first and third groups 
were considered as only fair, although they did 
contain one and a half pints of milk daily and were 
better diets than many children receive. The second 
group had had an excellent diet for at least four 
vears. When the first and second groups were given 
a series of increasingly good diets, the well-fed 
girls utilized the nutrients better, as evidenced by 
a calcium retention nearly double that of the pre- 
viously less well-fed girls. We had expected the 
opposite. It took five months for the group previous- 
lv having poorer diets to equal the daily retention 
of the group with consistently good diets when 
both were on the same dietary regimen. 

The third group, comparable nutritionally to the 
first group, was given a standard dietary regimen 
including a quart of vitamin D milk daily with 
ample amounts of protein, calories, and vitamins. 
Calcium retention, although poor at first, increased 
steadily. After five months of this regimen, the 
mean retention values were as high as those of 
group 2. During the final four months of the study, 
each girl maintained a daily calcium retention 
ample enough to achieve and maintain a well- 
calcified skeleton. 

Another unexpected finding in this study was 
that emotional disturbance resulted in a prompt 
decrease in calcium retention by each girl, regard- 
less of previous diet or nutrition. The amount of 
decrease in retention tended to parallel the degree 
of emotional upset. The emotional instability of 
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adolescents is well known and undoubtedly is a 
major factor contributing to their malnutrition, par- 
ticularly that of girls. 

Many of these young girls who have always 
lived on a low nutritional plane will enter mar- 
riage with no nutritional training, with their own 
nutritional stores incomplete, and with the emo- 
tional instability of adolescence often at its maxi- 
mum. Can this girl's body, inadequately nourished 
and with no reserves, provide nutrients for another 
body and at the same time build up her own 
uterine and abdominal musculature and the other 
tissues necessary in pregnancy? 

A study of girls and young women illegitimately 
pregnant, aged from 13 to 30 vears, was then un- 
dertaken in our laboratory to determine whether 
pregnancy itself increased the ability of the girl to 
absorb and retain nutrients, whether emotional dis- 
tress was an important factor during pregnancy, 
and whether increased age of the mother altered 
either of these factors.'* The educational status of 
the subjects varied from grade-school to college 
students. Throughout the age range studied, all 
emotionally stable subjects were able to absorb 
and retain more nutrients than were needed by the 
fetus. Girls from the poorest nutritional back- 
grounds were able to retain as much as girls whose 
nutritional background had always been good. 
Pregnancy itself, therefore, increases the utilization 
and storage of essential nutrients, provided that 
they are ingested. Unfortunately, the sensitivity to 
emotional distress remains; retention values re- 
flected each disturbing influence. The subject most 
continuously disturbed over her situation lost cal- 
cium steadily during the study. Her total calcium 
loss was at least double the amount used by her 
fetus. Her losses of phosphorus and nitrogen were 
less striking but left her body with a serious deficit. 

If the young pregnant woman remains emotional- 
ly stable and ingests a good diet, she is in an excel- 
lent position both to improve her own nutritional 
status and to produce a sturdy full-term infant. 
Obviously, the earlier in pregnancy her nutritional 
habits can be improved, the better for both her 
infant and herself. 

The girl who marries during her mid-teens is apt 
to be a girl poorly nourished through most of her 
lifetime and to be equally ill-equipped to meet the 
many psychological problems inherent in establish- 
ing a successful marriage and the new family. It is 
not surprising, therefore, that she is the least suc- 
cessful mother in producing a healthy full-term 
infant. These young adolescent girls greatly need 
counseling in nutrition and in the whole area of 
preparation for successful family life. 


Nutrition Education 


The nutritional status of any person may be im- 
proved at any time of life, provided that the needed 
nutrients are available and interest is aroused to- 
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ward improving the nutritional status. At what 
ages are chances for success best? Nutritional habits 
of families tend to remain relatively constant for 
generations, a fact particularly true among lower- 
income families. If the adolescent breaks with 
family tradition, it is usually in the direction of 
poorer nutrition. Marriage usually returns the new 
family to the traditional pattern, modified somewhat 
by the food likes and dislikes of the spouse. 

Within the family, the infant occupies a favored 
position. The public is educated to expect super- 
vision of the baby’s nutrition, and free clinics make 
this possible. After the child can feed himself at 
the family table, his nutritional status is apt to 
deteriorate. The family needs further education 
concerning the nutritional needs of children during 
the preschool vears. The grade-schoo] child is ac- 
tive, hungry, and relatively uncritical in matters of 
food. The adolescent boy asks only for quantity. 
The adolescent girl prizes social status above all, 
and she will sacrifice everything to achieve a slend- 
er, well-dressed appearance and to conform to the 
habits of her group. The younger the child, the 
easier it is to change his habits in the direction of 
improvement in nutrition. His response to diet is 
also more rapid than that of the older child. The 
adolescent with a poor nutritional background, 
emotional instability, and insistence on conformity 
with the group has the greatest need but is the most 
refractory to nutrition education. 

It appears that the two ages most amenable to 
change in dietary habits are the grade-school child 
and the young pregnant woman. If taught good 
nutritional habits in school, usually the child insists 
that the parents follow directions, for school, at that 
age, is gospel. The teaching of nutrition in school at 
this age throws the burden on the already over- 
worked -teacher or school-lunch supervisor, but 
much can be accomplished. The adolescent girl 
must be approached through the medium of beauty 
and popularity, not nutrition per se. If improve- 
ment in diet can be made fashionable among her 
own group, the chance for success is improved. Too 
often, however, knowledge of nutrition learned in 
the grades is discarded by the high-school girl.'* 

The importance of good nutrition in this group 
is so great that no steps toward its improvement 
should be neglected. Organized groups for teen- 
agers, such as Girl Scouts, 4-H Clubs, Camp Fire 
Girls, and others of like nature, should be en- 
couraged to stress good nutrition and to give credit 
for its achievement. Nutritionists must learn the 
proper psychological approaches for teen-agers. 
School lunches should conform to good nutritional 
standards, and, most of all, nutritious foods should 
be made more easily available than their poorer 
counterparts. The substitution of milk-dispensing 
machines for soft-drink dispensers when tried has 
resulted in improved nutrition. When the school 
may receive a larger percentage from the sale of 
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soft drinks, often this change is not made because 
the penny in the pocket is more valuable than the 
health of the child. If the school does not practice 
what it preaches, how can we expect the children 
to exceed our wisdom? 

The young woman in her first pregnancy wants 
help, and she wants a healthy baby. If she is not 
interested in her own nutrition, such interest can 
often be stimulated by discussing with her the 
chances of lessened trouble for herself and the in- 
creased ease of care of her infant. 

Pregnancy is a time when a woman seeks medi- 
cal advice early. Nutritional advice well-presented 
in early pregnancy is more apt to be taken. If the 
habits of the community are such that the mother 
comes to the physician only in late pregnancy, 
dietary advice is still advisable. All such advice 
must be geared to her previous food habits and to 
her purse, or it will not be used. In other words, 
her diet must be improved but not changed entire- 
ly. A printed diet list is useless unless accompanied 
by full discussion of how it can be fitted in with 
the mother’s customary food habits. 

No discussion of diet improvement in the young 
mother is complete without including a discussion 
of the dietary habits of the prospective father. 
Often he is the chief stumbling block to improve- 
ment of the mother’s diet or that of the family. He 
often has strong food prejudices and adheres to 
them at least as stubbornly as his wife to hers. 
Since young children are apt to imitate their 
father’s habits, his influence on the family’s nutri- 
tion is important. 

If the prospective father can be convinced that 
it is an essential part of his duties as a father to 
see that his wife eats the food proper for produc- 
tion of a healthy infant, that it will be necessary for 
him to eat the same food in order not to increase 
her work unnecessarily, and that he will in no way 
be harmed by such a diet (in fact, it may even 
help the next baby), young fathers-to-be are more 
docile about changes in their own food habits. In 
practice, if each parent tends to guard the other's 
diet, both improve their food habits. If both par- 
ents eat a thoroughly good diet for eight months, 
the pattern is set, and another family is started in 
good nutritional habits. Each family trained in good 
nutritional habits increases the number of well-born 
infants. 

Summary 


It appears certain that pregnancy wastage and 
neonatal mortality are greater when the nutrition of 
the mother is habitually poor. It seems highly prob- 
able that further decrease in stillbirth rate and 
neonatal mortality will follow improvement in life- 
time nutrition, which is desirable at any stage in 
the reproductive or the life cycle. If the nutritional 
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level of the mother is low, improvement of her 
nutrition, even in the third trimester of pregnancy, 
improves the status of the infant. 

The ideal situation is the maintenance of excel- 
lent nutrition from conception throughout life. The 
American public is thoroughly educated only in 
regard to infant nutrition but needs the same 
thoroughness of education for each age group 
throughout life. At present, the nutrition of adoles- 
cent girls, the age group least amenable to nutrition 
education, is usually poorer than that of younger 
children, although their needs are high. Children of 
grade-school age and pregnant women, if properly 
approached, seem the groups most receptive to nu- 
trition education. Of these two groups, the latter 
is more generally available to the physician. Serious 
efforts should be made to provide nutritional edu- 
cation to all ages, wherever and whenever possible. 
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DYSMENORRHEA 


LTHOUGH theoretically menstruation 
A should be a painless physiological func- 
tion, many apparently normal young 
women have dysmenorrhea. In fact most 
women have some cramping, but, considering it 
normal, pay little attention to it. Because of its 
subjective nature the intensity of this pain is hard 
to evaluate. Estimates of the incidence of dysmenor- 
rhea vary widely. Smith and Norris ' state that it 
affects about 35% of all women but in most of 
these it does not seriously interfere with their ac- 
tivity. It is a great nuisance for employers, and 
some industrial surgeons believe it is used by some 
as an excuse to obtain time off. This idea would 
seem to find some support in the fact that Smith 
and Norris found that about 16.5% of the women 
in an industrial survey required time off for this 
reason whereas in a survey of high school and 
college girls the incidence was only about 3%. 
Dysmenorrhea may be secondary to such con- 
ditions as cervical stenosis, pelvic inflammatory 
disease, uterine tumors, and endometriosis, but 
when no specific cause can be found the symptom 
is considered primary. Most cases fall into the 
latter category.” A psychological element appears 
to play a large part in the production of menstrual 
pain. Patients with dysmenorrhea in general were 
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less well adjusted emotionally as children and 
showed more anxiety in connection with bodily 
functions than nonsufferers.* An exaggerated fear 
of recurring cramps followed by cramps may set 
up a vicious cycle and result in a morbid dread 
with an aggravation of all symptoms. The mecha- 
nism of the pain has been shown to be similar to 
that of angina pectoris—spasm producing a tempo- 
rary local ischemia. The pain is usually maximal 
at the onset and accompanied by a scanty flow. 
As the spasm relaxes a normal flow is established 
and the pain disappears. In severe cases the pa- 
tient may have nausea, vomiting, and syncope. 
Dysmenorrhea may become much less severe after 
marriage or childbirth, but this is not always the 
case." 

Treatment requires patience, skill, and sympathy. 
Before any definite course of treatment is tried it 
is important to get a complete history including 
information about the usual diet, occupation, and 
exercise taken.” Examination should include ob- 
servations of posture, hemoglobin determination, 
and basal metabolic rate and other tests of thy- 
roid function. Any organic causative factor dis- 
covered should be specifically treated. Smith and 
Norris found that if working girls know that pro- 
visions for their relief are available at work there 
is less absenteeism. Often this need be no more 
than a place to rest, a hot drink, a hot water bottle, 
and a mild analgesic. Further evidence of the 
psychic element in this disease was apparent in 
Arthure’s * findings. Although he found that 69% 
of his series got relief by taking ambucetamide 
(dibutamide ), 48% were relieved when a placebo 
was substituted. Chamblin and Corbit ° also found 
that in those whose pain was only moderately se- 
vere a placebo and reassurance helped, but this 
tvpe of help could not be relied on every month. 
He found that chlorpromazine could be substituted 
for codeine with equally satisfactory results and 
since chlorpromazine is not habit forming this was 
considered advantageous. The chlorpromazine was 
especially effective in those with tension, anxiety, 
and nausea. Because progesterone relaxes the uterus 
it has been tried but with generally poor results. 
Diethylstilbestrol is cheaper and much more effec- 
tive; 1 mg. given every night for 15 days before 
the expected onset of menstruation suppresses ovu- 
lation but not menstruation. It has been shown 
that nonovulatory periods are painless and this may 
explain why in some patients menstrual periods 
are painful only every second month. If diethyl- 
stilbestrol produces undesirable side-effects, con- 
jugated estrogenic substances, ethinyl estradiol, or 
promethestrol dipropionate may be tried. 

If endocrine treatment fails a stem pessary used 
for two or three months may give relief lasting 
about a year, but such a course is rarely necessary. 
As a last resort in patients who are severely dis- 
abled by their cramps and who can obtain relief 
in no other way, Arthure recommends presacral 
neurectomy, first used for this purpose by Cotte. 


x J 
3 
| 
t 
+ 


Vol. 168, No. 12 


In his series 50% were permanently and completely 
cured and most of the rest were greatly improved. 
Division of the sympathetic nerves supplying the 
uterus may interrupt pain fibers, cut off the efferent 
motor fibers inducing the spasm, or cause vaso- 
dilatation in the uterus. Any of these factors could 
give relief. It would seem, therefore, that if the 
proper treatment is applied to the individual pa- 
tient relief can be obtained unless an element of 
malingering is present. Although we cannot yet 
prevent dysmenorrhea we can alleviate suffering 
from this condition when it occurs. 


NATIONAL MEDICAL-LEGAL CODE 


The new National Interprofessional Code for 
Physicians and Attorneys appears on page 1663 of 
this issue of THe JouRNAL. It was adopted by the 
American Medical Association and the American 
Bar Association in June and August, respectively, 
at their Annual Meetings this year. This Code was 
prepared by the Joint A. M. AA. B. A. Liaison 
Committee after a study of interprofessional prob- 
lems and after reviewing the numerous codes 
previously adopted by state and local bar and 
medical associations. The medical members of this 
Committee were Drs. David B. Allman of Atlantic 
City, N. J.; Hugh H. Hussey of Washington, D. C.; 
and George M. Fister of Ogden, Utah. The law 
members were Judge Frank C. Haymond of 
Charleston, W. Va.; Lewis C. Ryan of Syracuse, 
N. Y.; Joseph H. Gordon of Tacoma, Wash.; Fred 
B. Helms of Charlotte, N. C.; and Bernard G. Segal 
of Philadelphia. 

The need for this National Code, which is in- 
tended as a guide for physicians and attorneys in 
areas where they have mutual interests and mutual 
problems, is obvious from the fact the from 65 to 
80% of all cases tried today require medical testi- 
mony. In addition 7 out of 10 personal injury cases 
are decided on medical rather than legal considera- 
tions. 

The first interprofessional code of record was 
promulgated by the bar association and medical 
society of Cincinnati in 1954. Since then over 25 
state and county bar and medical associations have 
entered into similar agreements. 

The National Code is very much like many of the 
state and county codes. It does, however, contain 
one section generally not found in previously 
adopted codes, namely, a section relating to the 
handling of a complaint or criticism by a member 
of one profession against the other. This section 
has been included because of the realization that 
the public airing of criticisms and complaints by 
members of one profession against the other neither 
improves interprofessional relations nor enhances 
either profession in the public’s eye. 

The adoption of this National Code is a mile- 
stone in the development of a better rapport be- 
tween physicians and attorneys. It is now up to 
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individual members of the profession to adhere 
to these rules of conduct. Such adherence will 
inevitably mean that the general public will be 
better served by the members of the legal and 
medical professions. 


THE MINNEAPOLIS CLINICAL MEETING 


The Clinical Meeting of the American Medical 
Association has established itself as one of the im- 
portant medical meetings in the United States. The 
program, which formerly was geared specifically to 
the physician in general practice, has been broad- 
ened to include the interest of the specialist. 

One of the features in Minneapolis will be 10 
breakfast meetings at which topics of special inter- 
est to all physicians will be discussed under the 
direction of outstanding moderators. Physicians 
should obtain their tickets in the Registration Area 
in Minneapolis Auditorium as early in the week as 
possible, because attendance in each group is lim- 
ited to 30 persons. 

Lectures, panel discussions, symposiums, motion 
pictures, color television, and scientific exhibit dem- 
onstrations fill the daytime hours completely. Color 
television will originate at the University of Minne- 
sota Hospital and will be shown each morning and 
afternoon in Minneapolis Auditorium. A Trans- 
Atlantic Conference on Chest Diseases will be one 
of the highlights of the meeting. Since the British 
Medical Association is holding its first clinical meet- 
ing at the same time as the A. M. A. Clinical Meet- 
ing, a two-way transoceanic telephone hookup is 
planned between a panel of American physicians 
in Minneapolis and a panel of British physicians in 
Southampton. The Scientific Exhibit will run con- 
tinuously from 8:30 a. m. to 5:30 p. m. with demon- 
strators on duty to discuss their exhibits and to 
answer questions. 

The history of medicine in Minnesota will be 
depicted in four booths, showing many interesting 
facts about early progress in medicine. 

Demonstrations on the problems of delivery will 
include the use of a manikin. This feature will be 
presented at certain intervals during each day, and 
will offer an opportunity for questions and personal 
consultation with the demonstrators. 

All scientific activities will take place in Minne- 
apolis Auditorium with the exception of the break- 
fast round tables and the evening motion picture 
program. 

The local committee has arranged interesting 
entertainment for Tuesday and Thursday evenings, 
while on Wednesday evening a film symposium on 
proctology for the general practitioner, with discus- 
sion by experienced proctologists, will be presented. 

The local committee in Minneapolis, working 
with the Council on Scientific Assembly, has pre- 
pared an outstanding program which is a real con- 
tribution to graduate medical education. 
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ORGANIZATION SECTION 


ESTIMATES OF COSTS FOR MILITARY CARE 
BY THE BUREAU OF THE BUDGET 


June 27, 1958 
William J. Kennard, M.D. 
Acting Director 
American Medical Association 
Washington Office 
1523 L Street, N. W. 
Washington 5, D. C. 


Dear Dr. Kennard: 

This is in reply to your letter of June 17, 1958, 
requesting the Bureau of the Budget to furnish you 
the results of the survey made to bring up to date 
estimates of the costs of caring for military de- 
pendents in military hospitals which were fur- 
nished to you last year. | am glad to comply with 
this request, but it should be understood the data 
furnished herewith are based upon a somewhat 
limited coverage of costs in military hospitals and 
the application of informed judgment to the basic 
information. 

On the basis of a detailed analysis of the prora- 
tion of direct operating costs between care of de- 
pendents and other patients made at 14 repre- 
sentative military hospitals for the fiscal year 1957, 
it is concluded that the direct cost of dependent 
care averaged $31.58 per patient day. 

The following items of indirect cost, averaging 
$8.38 per patient day, have been added in order to 
arrive at an approximation of the full cost to the 
Government of providing medical care to depend- 
ents in military hospitals. Depreciation of buildings 
and fixed equipment, $1.90; operating costs of cen- 
tral procurement and supply distribution system, 
$0.57; cost of education and training to increase 
proficiency of hospital personnel in patient care, 
$0.51; cost of headquarters staff management and 
professional direction incidental to inpatient care 
of dependents, $0.17; medical care of military 
personnel and their dependents, $1.06; retirement 
benefits of military personnel, $1.17; and outpatient 
care incidental to hospitalization of depend- 
ents, $3.00. 

The combined direct and indirect costs result in 
a total estimated patient day cost for dependent 
care in fiscal year 1957 of $39.96. Of this amount, 
$34.46 represents the cost of hospital care and 
$5.50 approximates the cost of staff physician’s 
services. To reflect current costs, it is necessary to 
add to this 1957 experience the increased operating 
expenses incurred in fiscal year 1958 plus the cost 
of the recently granted pay increases for military 


and civilian personnel. These items are estimated 
to be $2.00 and $1.71 per patient day respectively. 
The total current cost for care of dependents in 
military hospitals, therefore, is estimated to be 
$43.67, comprising $38.05 for hospital care and 
$5.62 for staff physician’s services. 


Sincerely yours, 
Rocer W. JONEs 
Assistant Director 


ANIMAL CARE MEETING 


Better care for research animals means greater 
accuracy in scientific findings. This is the idea 
underlying the Animal Care Panel whose ninth 
annual session will be held at the Hamilton Hotel, 
in Chicago, Dec. 3-5. The panel is a volunteer 
organization and has no staff. Its efforts are aided 
by the National Society for Medical Research, 
which publishes its proceedings. Sessions are de- 
voted to the exchange of technical information 
offered by scientists and laboratory animal super- 
intendents on matters of colony management. 

Areas of discussion to be covered during the 
three-day meeting will include the following: tech- 
niques and equipment in maintaining germ and 
pathogen-free colonies; design of animal quarters 
and temperature control; management of sanitation 
and nutrition; and diagnosis of diseases in labora- 
tory colonies. 


MINNEAPOLIS CLINICAL MEETING 


One of the features of the Minneapolis Clinical 
Meeting will be 10 breakfast round tables on Thurs- 
day morning, Dec. 4, on subjects of paramount in- 
terest in the practice of medicine. Attendance at 
each round table will be limited to 30 persons. 
Tickets will be available at $2.50 each, as long as 
the supply lasts, in the Registration Area at the 
Minneapolis Auditorium, beginning Tuesday morn- 
ing. Physicians are urged to purchase their tickets 
as early in the week as possible. 

Breakfast begins at 7:30 a. m. and the conference 
terminates at 8:45 a. m. allowing time to reach the 
Auditorium for the program there. 

The subjects to be discussed at each breakfast, 
the moderators, and the place are as follows: 
Obstetric Emergencies. 

Roy G. Hotty, Omaha. 

Leamington Hotel, Indiana Room. 
Problem of Management of Severe Sepsis. 
Wes W. Spink, Minneapolis. 
Leamington Hotel, Michigan Room. 
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Orthopedic Problems in General Practice. 
Joun F. Lyrorp III, Hines, Il. 
Leamington Hotel, Chicago Room. 
Common Problems in Managing the Arthritic Patient. 
Joun W. Sicienr, Detroit. 
Leamington Hotel, Twin Cities Room. 
Cancer Detection in the Doctor's Office. 
Davin P. ANDERSON Jr., Austin, Minn. 
Curtis Hotel, Moroccan Room. 
Management of Jaundice and Liver Disease. 
Cecu. J. Watson, Minneapolis. 
Curtis Hotel, Mirror Room. 
Acute Poisonings. 
Rosert D. Semscu and WarreEN R. Lawson, Minneapolis. 
Curtis Hotel, Solarium Room. 
Current Trends in Legal Medicine. 
RayMonp A. SCALLEN, Minneapolis. 
Curtis Hotel, Evergreen Room. 
Infant Resuscitation. 
Exuis N. Conen, St. Paul. 
Curtis Hotel, East Room. 
The Practitioner and the Medical School. 
S. Wicerns, Chicago. 
Curtis Hotel, Vermilion Room. 


SUMMARY REPORT ON HEALTH AND IN- 
SURANCE PLANS UNDER COLLECTIVE 
BARGAINING 


What types of health benefits are being negoti- 
ated under collective bargaining agreements? What 
is the extent of coverage under such agreements? 
What appears to be the future trend in the negotia- 
tion of such agreements? What are some of the 
gaps of coverage as reported by a recent govern- 
ment study? The answers to these and other ques- 
tions which have been raised by physicians can be 
found in a new publication just issued by the Com- 
mittee on Medical Care for Industrial Workers of 
the Council on Medical Service and Council on 
Industrial Health. The publication, entitled “A 
Summary Report on Health and Insurance Plans 
Under Collective Bargaining, Late 1955” is based 
on a report (Bulletin no, 1221) issued by the Bureau 
of Labor Statistics of the United States Department 
of Labor which analyzes the provisions of 300 col- 
lectively bargained plans as they existed in the 
latter part of 1955. 

The committee of the A. M. A. considered the 
information in the detailed 87-page Department of 
Labor report of sufficient interest to physicians and 
medical societies to summarize its contents and to 
report on various highlights of the findings. The 
300 plans which were selected for inclusion in the 
. study by the Bureau of Labor Statistics are de- 
scribed as broadly representative, covering groups 
of employees ranging from 1,000 to half a million. 
The plans embraced almost 5 million workers, or 
over 40% of the total number of employees esti- 
mated to be covered by health and insurance plans 
under collective bargaining at the time of the sur- 
vey. The number of dependents covered by these 
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plans are estimated by the committee to be equal, 
at least, to the number of wage earners enrolled in 
these plans. 

The types of benefits included in the study were: 
life insurance, accidental death and dismember- 
ment, accident and sickness, surgical, and medical 
care. Sections of the report also deal with maternity 
and related benefits, major medical, poliomyelitis, 
and outpatient x-ray and laboratory expense bene- 
fits. The Summary Report has numerous tables 
which have been adapted from the survey of the 
government agency and which indicate the types 
of analyses and breakdowns which the original 
report contains. Single copies of the Summary Re- 
port are available upon request, without charge, 
from the Committee on Medical Care for Indus- 
trial Workers. 


DR. W. W. BAUER RECEIVES SCHOOL 
HEALTH AWARD 


The American School Health Association, at its 
annual meeting in St. Louis, Oct. 29, will present 
the William A. Howe Honor Award to Dr. W. W. 
Bauer, for many years’ service as director of the 
Bureau of Health Education of the American Medi- 
cal Association. According to the School Health 
Association, Dr. Bauer's greatest contribution has 
been the initiation and development of the Nation- 
al Conference on Physicians and Schools, a means 
of betterment of the health of the children and 
youth of America. 


MEDICINE AND THE LAW 


NATIONAL INTERPROFESSIONAL CODE 
FOR PHYSICIANS AND ATTORNEYS 


ae > 
Preamble 


The provisions of this Code are intended as 
guides for physicians and attorneys in their inter- 
related practice in the areas covered by its pro- 
visions. They are not laws, but suggested rules of 
conduct for members of the two professions, subject 
to the principles of medical and legal ethics and the 
rules of law prescribed for their individual conduct. 

This Code constitutes the recognition that, with 
the growing interrelationship of medicine and law, 
it is inevitable that physicians and attorneys will be 
drawn into steadily increasing association. It will 
serve its purpose if it promotes the public welfare, 
improves the practical working relationships of the 
two professions, and facilitates the administration 
of justice. 


The National Inter-Professional Code for Physicians and Attorneys 
was adopted by the American Medical Association at its Annual Meet- 
ing on June 26, 1958, and by the American Bar Association at its An- 
nual Meeting on Aug. 28, 1958. 
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Medical Reports 


The physicians upon proper authorization should 
promptly furnish the attorney with a complete 
medical report, and should realize that delays in 
providing medical information may prejudice the 
opportunity of the patient to either settle his claim 
or suit, delay the trial of a case, or cause additional 
expense or the loss of important testimony. 

The attorney should give the physician reasonable 
notice of the need for a report and clearly specify 
the medical information which he seeks. 


Conferences 

It is the duty of each profession to present fairly 
and adequately the medical information involved 
in legal controversies. To that end the practice of 
discussion in advance of the trial between the phy- 
sician and the attorney is encouraged and recom- 
mended. Such discussion should be had in all 
instances unless it is mutually agreed that it is 
unnecessary. 

Conferences should be held at a time and place 
mutually convenient to the parties. The attorney 
and the physician should fully disclose and discuss 
the medical information involved in the controversy. 

Subpoena for Medical Witness 

Because of conditions in a particular case or juris- 
diction or because of the necessity for protecting 
himself or his client, the attorney is sometimes re- 
quired to subpoena the physician as a witness. Al- 
though the physician should not take offense at be- 
ing subpoenaed the attorney should not cause the 
subpoena to be issued without prior notification to 
the physician. The duty of the physician is the 
same as that of any other person to respond to 
judicial process. 


Arrangements for Court Appearances 


While it is recognized that the conduct of the 
business of the courts cannot depend upon the con- 
venience of litigants, lawyers, or witnesses, arrange- 
ments can and should be made for the attendance 
of the physician as a witness which take into con- 
sideration the professional demands upon his time. 
Such arrangements contemplate reasonable notice 
to the physician of the intention to call him as a 
witness and to advise him by telephone, after the 
trial has commenced, of the approximate time of his 
required attendance. The attorney should make 
every effort to conserve the time of the physician. 


Physician Called as Witness 


The attorney and the physician should treat one 
another with dignity and respect in the courtroom. 
The physician should testify solely as to the medi- 
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cal facts in the case and should frankly state his 
medical opinion. He should never be an advocate 
and should realize that his testimony is intended to 
enlighten rather than to impress or prejudice the 
court or the jury. 

It is improper for the attorney to abuse a medical 
witness or to seek to influence his medical opinion. 
Established rules of evidence afford ample oppor- 
tunity to test the qualifications, competence, and 
credibility of a medical witness; and it is always im- 
proper and unnecessary for the attorney to em- 
barrass or harass the physician. 


Fees for Services of Physician Relative to Litigation 


The physician is entitled to reasonable compensa- 
tion for time spent in conferences, in preparation of 
medical reports, and in court or other appearances. 
These are proper and necessary items of expense in 
litigation involving medical questions. The amount 
of the physician’s fee should never be contingent 
upon the outcome of the case or the amount of dam- 


ages awarded. 
Payment of Medical Fees 


The attorney should do everything possible to as- 
sure payment for services rendered by the physician 
for himself or his client. When the physician has 
not been fully paid the attorney should request per- 
mission of the patient to pay the physician from any 
recovery which the attorney may receive in behalf 
of the patient. 


Implementation of This Code 
at State and Local Levels 

In the event similar action has not already been 
taken this Code should, in the public interest, be 
appropriately implemented at state and local levels 
for the purpose of improving the interprofessional 
relationship between the legal and medical pro- 
fessions. 

Consideration and Disposition of Complaints 


The public airing of any complaint or criticism 
by a member of one profession against the other 
profession or any of its members is to be deplored. 
Such complaints or criticism, including complaints 
of the violation of the principles of this Code, 
should be referred by the complaining doctor or 
lawyer through his own association to the appro- 
priate association of the other profession; and all 
such complaints or criticism should be promptly 
and adequately processed by the association re- 
ceiving them. 
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ALABAMA 


Alumni Medical Program.—The first general medi- 
cal program for alumni and friends of the Alabama 
Medical Center will be presented by the clinical 
faculty of the Medical College of Alabama, Bir- 
mingham, Nov. 28-29 with the scientific sessions 
held at the University Hospital Auditorium. Uni- 
versity President Frank A. Rose will open the meet- 
ing with an address followed by seminars directed 
by Dr. J. Henry Goode, president, Medical Alumni 
Association of Alabama. The clinical seminar will 
include presentations in surgery, obstetrics and 
gynecology, psychiatry, medicine, and pediatrics. 
The morning of Nov. 29 will be devoted to a 
medical and surgical conference and a _ clinical 
pathological conference. There is no registration 
fee and the meeting has been classified for category 
I credits by the Alabama Academy of General 
Practice. 


Personal.—Howard E. Skipper, Ph.D., assistant di- 
rector, Southern Research Institute, Birmingham, 
has been appointed a member of the National Ad- 
visory Cancer Council, Surgeon General Leroy E. 
Burney of the U. S. Public Health Service, has an- 
nounced. 


ALASKA 

Alaskan Health Statistics.—Statisticians of the Met- 
ropolitan Life Insurance Company have reported 
that between 1947 and 1957 the recorded mortality 
rate in the white population of Alaska decreased 
from 8.7 to 4.6 per 1,000, and among the nonwhites 
from 15.2 to 10.7 per 1,000. The recorded death rate 
from tuberculosis fell more than 80% between 1947 
and 1957 in both the white and nonwhite popula- 
tions. Actual decreases in the death rate were from 
28.8 to 4.7 per 100,000 among white persons and 
from 574.3 to 88.4 among nonwhites. Infant mor- 
tality also showed a downward trend. Accidents 
was first among the causes of death in Alaska in 
1957, accounting for nearly one-fifth of the total 
deaths. Heart disease was a close second, and dis- 
eases of early infancy ranked third, reflecting in 
part the high birth rate in Alaska, the statisticians 
report. Cancer, and influenza and pneumonia com- 
bined, were next in rank. 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health, Programs should be received 
at least three weeks before the date of meeting. 


CALIFORNIA 
Annual Lecture to Honor Volunteer Physicians.— 
The second annual lecture honoring the Volunteer 
Medical Staff of the Sacramento County Hospital, 
sponsored by the Sacramento County Board of 
Supervisors, will be given by Fred L. Soper, direc- 
tor, Pan American Sanitary Bureau, Regional Office 
of the World Health Organization, on “The Role 
of the World Health Organization in Disease Erad- 
ication” at the Kit Carson Junior High School 
Auditorium Dec. 4, 8:30 p. m. The first lecture was 
given by Dr. Paul D. White last January. The 
Board of Supervisors plan to continue to sponsor 
an annual lecture in honor of volunteer physicians 
who contribute to the care of the medically indi- 
gent of the community. 


COLORADO 


Poison Control Center in Denver.—The only full- 
fledged Poison Control Center in Colorado is at the 
Denver General Hospital, Telephone Tabor 5-1331. 
This center, under the direction of Dr. Robert S. 
Johnson, functions on a 24-hour basis furnishing 
consultative service, supervision of emergency treat- 
ment, and public education concerning accidental 
poisoning. It has excellent toxicological laboratory 
facilities. The center was organized by the pediat- 
rics department of the University of Colorado Med- 
ical Center and placed at Denver General Hospital 
by reason of availability of personnel, funds and 
facilities. The Colorado State Department of Pub- 
lic Health serves as liaison between the present 
center and local health departments, contributes 
financially to its operation, and works with it in 
educational and preventive activities. The estab- 
lishment of other Poison Control Centers or Poison 
Information Centers in the state is contemplated. 


CONNECTICUT 
Dedicate Radiation Therapy Center.—The new 
$1,165,000 Hunter Radiation Therapy Center for 
research and treatment of cancer and other dis- 
eases was dedicated at the Yale-New Haven Med- 
ical Center, New Haven, Oct. 10. A two-million 
electron volt Van de Graaff x-ray generator, a gift 
of the Donner Foundation of Philadelphia, will be 
housed in the structure, which will serve both 
Grace-New Haven Community Hospital and the 
Yale School of Medicine. The guest speaker at the 
dedication was Dr. Lee E. Farr, director, Medical 


1665 
| 
‘ 


1666 MEDICAL NEWS 


Institute of Brookhaven National Laboratory. The 
radiation therapy center and the tumor clinic will 
occupy the first two floors while the top two floors 
will provide laboratory space for the pediatrics and 
medicine departments of the Yale Medical School. 
The center is named in memory of the family of 
Robert E. Hunter, of Santa Barbara, Calif., of the 
Yale Class of 1911, who made a gift to Yale for the 
new building, which is on Davenport Avenue with 
connecting corridors to other hospital units. The 
main floor will also house waiting, examining, and 
dressing rooms, laboratories, and a workshop. The 
Tumor Clinic is on the street floor. Also housed in 
the building will be the Tumor Registry which has 
some 5,000 patients registered. 


FLORIDA 

New Departmental Chairman.—Dr. Richard T. 
Smith has been selected as professor and chairman 
of the department of pediatrics at the University 
of Florida College of Medicine in Gainesville, effec- 
tive Sept. 1. Hospital facilities available to the new 
department include 75 pediatric beds and nursery 
facilities for about 2,000 deliveries a vear. In addi- 
tion to an active out-patient department, there is an 
ambulant division where mothers and their children 
may remain together. Applicants are now being re- 
ceived for pediatric internships and residencies to 
begin Jan. 1 and July 1, 1959. Inquiries may be ad- 
dressed to the Department of Pediatrics, College of 
Medicine, University of Florida, Gainesville, Fla. 


University News.—Grants totaling $23,000 have 
been awarded two units of the University of Flor- 
ida’s J. Hillis Miller Health Center. The Atomic 
Energy Committee granted the College of Medi- 
cine $15,000 and the College of Pharmacy $8,000 
to purchase equipment for the instruction of medi- 
cal and pharmacy students in radioisotopic tracer 
techniques. 


INDIANA 
Two New University Divisions.—Dr. Walter D. 
Close and Dr. A. David McKinley have been made 
head of two new educational divisions in the Indi- 
ana University School of Medicine. Dr. Close will 
be in charge of an expanded medical education 
program for physicians serving residencies and 
internships on the staffs of the university hospitals 
and in that capacity will serve as medical director 
for the Long, Coleman, and Riley hospitals at the 
Indiana University Medical Center. Dr. McKinley 
will develop and direct an audiovisual aids pro- 
gram, assembling material for teaching and other 
educational activities. In addition, Dr. McKinley 
will supervise the operation of the Heart Station 
and will resume the teaching assignments in car- 
diology which he had given up while serving as 
medical director of the hospitals. 
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MARYLAND 

Dr. Thorn Named Pincoffs Lecturer.—The second 
Maurice C. Pincoffs Lecture in Internal Medicine 
will be given at the University of Maryland School 
of Medicine and College of Physicians and Sur- 
geons by Dr. George W. Thorn, Hersey Professor 
of Medicine at the Peter Bent Brigham Hospital, 
Boston. His topic will be “Adrenal Hyperfunction— 
Clinical Studies.” The lecture in Chemical Hall will 
begin at 8:30 p. m., Dec. 15. The Pincofts lecture- 
ship in medicine was established in 1957 by the 
faculty in honor of Dr. Pincofts’ 35 years as profes- 
sor of medicine. Funds contributed by faculty, col- 
leagues, friends, and former students made_ its 
establishment possible. 


MASSACHUSETTS 

Dr. Friedkin Comes to Boston.—Morris E. Friedkin, 
Ph.D., associate professor of pharmacology at the 
Washington University School of Medicine, St. 
Louis, has been appointed professor and chairman 
of the department of pharmacology at the Tufts 
University School of Medicine, Boston. He will 
succeed Byron B. Clark, Ph.D., who has resigned 
after 10 years to join a midwestern pharmaceutical 


firm. 


NEW YORK 

Dr. Fenn Honored.—Wallace O. Fenn, Ph.D., pro- 
fessor of physiology, University of Rochester School 
of Medicine and Dentistry, and the only member 
of the school’s original advisory board still serving 
in that capacity, was awarded the Gold Medal of 
the Medical Alumni Association at the organiza- 
tion’s banquet. The medal is awarded each year to 
a faculty member “in recognition of his integrity, 
inspiring teaching, and devotion to medical stu- 
dents.” 


Society News.—The Northeastern New York Radi- 
ological Society has elected the following officers 
for the coming year: president, Kencil L. Mitton, 
Schenectady, New York; vice president, Sidney I. 
Etkin, Albany, New York; and secretary-treasurer, 
Irving Van Woert Jr., Albany, New York. 


Multiple Birth Roster.—The New York City Depart- 
ment of Health has established a “Multiple Birth 
Roster,” intended to be a source of information for 
research workers in genetics, child development, 
and other fields. All the identifying, demographic, 
and pregnancy information available on the birth 
certificate of each infant is punched on a tabulating 
card. The roster will be kept up-to-date in three 
respects: adoption of a child, death during the first 
year of life, and data fed back to the roster by the 
individual researcher. The roster was initiated as 
of Jan. 1, 1958. At a later date an evaluation will be 
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made to determine whether its use by researchers 
warrants its continuation. Formal requests should 
be submitted to Dr. Harold Jacobziner, Assistant 
Commissioner for Maternal and Child Health Serv- 
ices, New York City Department of Health, 125 
Worth St., New York 13. 


New York City 

Appoint Chairman for New Department.—Dr. Jo- 
seph G. Benton has been appointed chairman of 
the newly established department of rehabilitation 
medicine at the State University of New York 
Downstate Medical Center and director of the 
rehabilitation department in Kings County Hospital 
Center, both in Brooklyn. Dr. Benton had been as- 
sociated with the Institute of Physical Medicine 
and Rehabilitation of the New York University- 
Bellevue Medical Center since 1948, and was also 
associate professor of clinical physical medicine and 
rehabilitation at New York University College of 
Medicine. 


President's Committee Award Citation to Dr. 
Weeden.—The President's Committee on Employ- 
ment of the Physically Handicapped has awarded 
a special citation to Dr. Willis M. Weeden, medical 
director of the New York State Workmen's Com- 
pensation Board, in appreciation of his “exceptional 
contributions in advancing the employment of the 
physically handicapped.” The citation was _pre- 
sented to Dr. Weeden by Dr. Gerald D. Dorman, 
New York City, chairman of the Council Commit- 
tee on Workmen's Compensation of the Medical 
Society of the State of New York, at the Statler 
Hotel during a luncheon. Dr. Weeden has been 
medical director of the Workmen's Compensation 
Board for 12 years. He is a consulting surgeon at 
the Elmhurst General Hospital, Queens, is on the 
surgical staff of the New York Hospital, and is an 
instructor in surgery at Cornell University Medical 
College. 


Program for Municipal Health Research.—A 
“purely municipal program of medical and health 
research” was launched Sept. 16 by Mayor Robert 
F. Wagner at a meeting of more than 300 of the 
city’s scientists, civic leaders, and medical experts. 
The newly inaugurated New York City Health Re- 
search Council will direct the research program. 
Dr. Walsh McDermott, Professor of Public Health 
and Preventive Medicine, Cornell University Medi- 
cal College, is chairman of the council. A specially 
created Office of Health Research within the Health 
Department will administer the program, and Dr. 
Colin MacLeod, former chairman of the Army 
Epidemiology Board, will head this new unit. The 
city has appropriated $600,000 to underwrite the 
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first year’s work. The funds will be allocated under 
the guidance of the Research Council and will 
enable scientists in local medical schools, hospitals, 
universities, research institutions and city depart- 
ments to carry on and intensify research work on a 
wide range of health and medical problems. 


PENNSYLVANIA 
Philadelphia 
Personal.—Dr. Thomas Gucker III, assistant profes- 
sor of orthopedic surgery, University of Pennsyl- 
vania School of Medicine and assistant orthopedic 
surgeon at Georgia Warm Springs Foundation, has 
been appointed physician in charge of Orthopaedic 
Hospital's rehabilitation center in Los Angeles.—— 
Dr. Elmer Hess, of Erie, past-president of the 
American Medical Association, was guest of honor 
at the annual dinner meeting Oct. 16 of the medical 
alumni society of the University of Pennsylvania. 
Dr. Hess is a graduate of the University of Pennsyl- 
vania School of Medicine. 


TENNESSEE 
Organize Research Center in Knoxville.—A new 
research installation, the University of Tennessee 
Memorial Research Center, has begun operation 
on the university campus in Knoxville. Housed in a 
6-million-dollar building which also contains a 
384-bed general hospital, the center is being organ- 
ized by Dr. Stanfield Rogers, who left the Duke 
University Medical Faculty at Durham, N. C., last 
January to assume directorship of the new installa- 
tion. Dr. Rogers was assisted setting up the research 
laboratories by Guy Thomas Barry, Ph.D., who is 
working in the fields of biochemistry and micro- 
biology. The Research Center has facilities for the 
use of radioactive isotopes from nearby Oak Ridge. 
In addition to research, this institution is working 
cooperatively with the Biology Division of the Oak 
Ridge National Laboratory in Oak Ridge. It is also 
working cooperatively in the training of postdoc- 
toral fellows with the medical school of the Univer- 
sity of Tennessee College of Medicine, in Memphis. 
Since the opening of the Research Center, three 
other scientists have been added to the staff: 
Dr. Amoz I. Chernoff, from Duke University School 
of Medicine, Dr. Bernard G. Stall, III, University 
of North Carolina School of Medicine, Chapel Hill, 
and Dr. McChesney Goodall Jr., from Duke Uni- 
versity. 


Society News.—The Tennessee Radiological Society 
has elected the following officers: president, 1958, 
Dr. David S. Carroll, Memphis; president-elect, Dr. 
Granville W. Hudson, Nashville; vice-president, 
Dr. George K. Henshall, Jr., Chattanooga; and 
secretary-treasurer, Dr. James J. Range, Johnson 
City. 
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Foreign Guest Speakers.—Baylor University College 
of Medicine, Houston, had Dr. John F. Loutit, 
director, Radiobiological Research Unit, Atomic 
Energy Research Establishment of Harwell, Eng- 
land, as its guest Oct. 31. He spoke on “Lessons in 
Physiology from Radiation Chimaeras.” Dr. Michael 
G. P. Stoker of the department of pathology, Cam- 
bridge University, England, spoke before the 
weekly seminar of the Texas Medical Center Re- 
search Society Nov. 5 on “Studies on Growth and 
Latency with Herpes Virus.” Dr. William H. 
McMenemey, of Maidavale Hospital, London, Eng- 
land, lectured to sophomore students Nov. 10. 


GENERAL 

Southern Medical Association Opens New Head- 
quarters.—Formal opening of the new $250,000 
home of the Southern Medical Association in Bir- 
mingham, Ala., Sept. 7, marked the completion of 
several years of planning and more than one year 
of construction. Association president is Dr. W. 
Kelly West, Oklahoma City. Remarks by past-presi- 
dents whose administrations coincided with the 


New headquarters of the Southern Medical Association, 
Birmingham, Ala. 


conception of the building plan, initiation, and con- 
struction of the home office, were features of the 
dedication program. Dr. Robert L. Sanders, Mem- 
phis, association president in 1954-55, is credited 
with getting the building movement under way. 
Other speakers included Dr. John P. Culpepper Jr., 
Hattiesburg, Miss., Dr. Lee F. Turlington, Bir- 
mingham, V. O. Foster, executive director, and 
Mrs. Walker L. Curtis, College Park, Ga., president 
of the Southern Medical Association Woman's 
Auxiliary. Dr. Arthur C. McCarty, past-chairman of 
the Southern Medical Association Council, made 
the official presentation of a portrait of C. P. Loranz, 
who has served the organization as professional 
relations director for 46 years and who led the 
building fund drive. Presiding was Dr. Milford O. 
Rouse, Dallas, president-elect of the association. 
The new building is a split-level structure fronting 
on Highland Avenue at 26th Street South. In addi- 
tion to providing a meeting place and business cen- 
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ter, a library-conference room, Woman's Auxiliary 
headquarters, and other work areas, it contains 
space for the monthly Southern Medical Journal. 
The Southern Medical Association, which now has 
13,000 members, has maintained headquarters in 
Birmingham for 43 of its 52 years. It was founded 
in Chattanooga in 1906 and offices were in Mobile 
before being moved to Birmingham in 1913. 


Support for Undergraduate Research.—The Na- 
tional Science Foundation has announced plans to 
make grants to colleges, universities, and nonprofit 
research institutions to provide opportunities for 
qualified undergraduates majoring in the physical, 
biological, mathematical, and engineering sciences. 
About 1,000 undergraduates at some 100 institu- 
tions are expected to participate in these programs. 
The foundation will provide support, in accordance 
with prevailing campus practices, for a maximum 
of 400 hours per student. Details for preparing 
proposals may be obtained from the Special Proj- 
ects in Science Education Section, National Science 
Foundation, Washington 25, D. C. 


National Health Council Elects New Member.— 
The American College of Preventive Medicine has 
been elected to active membership in the National 
Health Council, bringing to 63 the number of or- 
ganizations comprising the National Health Coun- 
cil. Its membership consists of voluntary and gov- 
ernmental health agencies, professional] associations, 
civic groups, and business firms having a major 
interest in health. The council serves as a confer- 
ence ground for these organizations to plan to- 
gether for the better health of the nation. President 
of the American College of Preventive Medicine is 
Dr. Vivian A. Van Volkenburgh, assistant commis- 
sioner of the New York State Department of Health, 
Division of Local Health Services. Among the chief 
aims of the association are “the promotion and ad- 
vancement of the highest possible service standards 
in education, practice, and research in preventive 
medicine and public health.” 


Fellowships for Women.—The American Associa- 
tion of University Women has announced a total of 
40 fellowships for 1958-1959, open to American 
women who show “distinction or promise of dis- 
tinction in their chosen fields of study.” The two 
categories are (1) women who already hold the 
doctorate and (2) women who have fulfilled all doc- 
torate requirements, except the dissertation. The 
association also offers international fellowships, 
$2,000 each, for which American women may ap- 
ply. Both national and international fellowships are 
unrestricted as to field and place of study except 
that the international fellowships must be used in a 
country other than the candidates own. Candidates 
must have completed the residence requirements 
for the doctorate before the fellowship year begins 
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July 1, 1959. Requests for application forms must 
include a statement of academic status. Application 
deadline is Dec. 1 and successful candidates will be 
notified by March 1, 1959. Application forms may 
be obtained from Associate, AAUW Fellowship 
Program, 1634 Eve St., N. W., Washington 6, D. C. 


Society News.—At the 15th annual meeting of the 
American Medical Writers’ Association the follow- 
ing officers were elected to serve for 1959: presi- 
dent-elect, Dr. Austin E. Smith, Chicago; first vice- 
president, Dr. Karl A. Menninger, Topeka, Kan.; 
second vice-president, Dr. Theodore R. Van Dellen, 
Chicago; editor, Dr. Raymond C. Pogge, Cincinnati 
(reelected); accounting officer, Dr. Alphonse Mce- 
Mahon, St. Louis (reelected); and secretary-treas- 
urer, Dr. Harold Swanberg, Quincy, Ill. (reelected). 
——The American Academy of Ophthalmology and 
Otolaryngology, at its annual meeting in Chicago 
Oct. 16, elected Dr. Dean M. Lierle, of the State 
University of lowa College of Medicine, lowa City, 
president-elect, to take office in January, 1960, suc- 
ceeding Dr. John H. Dunnington, New York, who 
is now president-elect and will become president 
in January, 1959. The vice-presidents elected were 
Drs. Gordon Hoople, Syracuse, N. Y.; S$. Rodman 
Irvine, Beverly Hills, Calif.; and Lyle M. Sellers, 
Dallas, Texas. The next annual meeting will also 
be held in Chicago. 


Bahamas Medical Conference.—The sixth Bahamas 
Medical Conference will be held at the British 
Colonial Hotel, Nassau, Nov. 28-Dec. 18. Among 
the speakers are: 


During the first week: Drs. Charles H. Brown, Cleveland; 
James F. Dowd, Robert Dean Woolsey, St. Louis; Edward 
D. Freis, Washington, D. C.; Richard A. Dunsmore, Lil- 
lian D. Dunsmore, George E. Farrar Jr., Richard F. 
Tislow, Philadelphia; James R. Fitzsimmons, Detroit; Alice 
I. Macaulay, Valhalla, N. Y.; James H. Mendel Jr., Miami; 
George W. Thorn, Kendall Emerson, Ross A. MacFarland, 
Ph.D., Boston. 

During the second week: William B. Castle, Boston; Helen 
F. Dunbar, New York; Richard K. Greenbank, Philadel- 
phia; Meyer Solomon, Chicago; Joseph F. Fazekas, Wash- 
ington, D. C.; E. Perry McCullagh, Cleveland; I. Arthur 
Mirsky, Pittsburgh; John C. Saunders, Orangeborg, N. Y.; 
Charles Weller, Valhalla, N. Y.; Henry A. Zimmerman, 
Cleveland. 

During the third week: Robert B. Greenblatt, Augusta, Ga.; 
Irving Hirshleifer, Felix Wroblewski, New York; Marvin 
J. Seven, Lawrence E. Meltzer, Philadelphia. 


The American Medical Association is making 
available six films for showing at the conference. 
Participants and their parties enjoy special reduced 
hotel rates at the British Colonial Hotel in Nassau, 
provided that reservations are made by writing 
directly to “Bahamas Conferences,” P. O. Box 4037, 
Fort Lauderdale, Fla. Reservations should be made 
at once. If reservations are made by telephone, call 
JAckson 3-7303 at Fort Lauderdale, Fla. Indicate 
the type of accommodation required. 


MEDICAL NEWS 


1669 


Prevalence of Poliomyelitis.—According to the Na- 
tional Office of Vital Statistics, the following num- 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 


Oct. 25, 1958 


Paralytie Total ‘ 
Area Type Cases Total 
New England States 
Maine 1 


New Hampshire 
Vermont 
Massachusetts 
Rhode Island 


Connecticut 4 
Middle Atlantie States 
New 16 4 
New sey 7 10 
Pennsylvania 2 4 3 
East North Central States 
Ohio 6 16 6 
Indians 1 
Iilinois 7 ” 4 
Michigan vi 
Wisconsin ) 9 9 
West North Central States 
Minnesota 1 1 1 
lows 1 
Missouri 16 19 3 
North Dakota 
Souto Dakota 
Nebraska 
Kansas 
South Atlantic States 
Delaware 1 
Maryland 4 4 
Distriet of Columbia 
Virginia 
West Virginia 7 10 
North Carolina 4 4 
South Carolina 1 1 
Georgia ) 11 ‘ 
Floricd 1 4 
East South Central States 
Kentucky 3 
Tennessee 
Alabama 1 
Mississiy pi 1 
West South Central States 
Arkansas 3 
Louisiana 1 
Oklahoma 1 1 1 
Texas 7 30 7 


Mountain States 
Montana 
Idaho 
Wyoming 
Colorado 
New Mexico 
Arizona 6 2 


Utah 
Nevada 


Pacific States 
Washington 
Oreg on 1 l 4 


California 11 12 2 
Alaska 
Hawaii 


Puerto Rico 


LATIN AMERICA 
Dr. Leloir of Buenos Aires Receives Award.—The 
Helen Hay Whitney Foundation, 525 E. 68th St., 
New York City, announces that Dr. Luis F. Leloir, 
director, Instituto de Investigaciones Bioquimicas, 
Buenos Aires, Argentina, has been selected as the 
first recipient of the T. Duckett Jones Memorial 
Award, in recognition of his work on the isolation 
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of uridine diphosphoglucose, and other derivatives 
of uridine, from plant and animal tissues. This 
award, which will be an annual presentation by the 
foundation, was made possible by the income from 
the T. Duckett Jones Memorial Fund, plus an equal 
amount from the Helen Hay Whitney Foundation, 
of which Dr. Jones was medical director at the time 
of his death. The recipients of this award ($6,500) 
will be chosen each year by the Scientific Advisory 
Committee of the foundation “for outstanding 
achievement in the medical field or related sci- 
ences.” 


CORRECTION 

Preventing Blood Coagulation.—In the Question 
and Answer entitled “Preventing Blood Coagula- 
tion,” in THE JouRNAL, Aug. 2, 1958, page 1806, it 
was stated that 1 mg. is equal to 10 units. This 
should have read 1 mg. is equal to 100 units. 
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MEDICAL SPECIALTY BOARDS 


AMERICAN BOARD OF ANESTHESIOLOGY: Oral. Phoenix, April 
5-10. All applications already on file. Sec., Dr. Forrest E. 
Leffingwell, 217 Farmington Ave., Hartford 5, Conn. 

AMERICAN Boarb OF DERMATOLOGY: Written. Several Cities, 
Oct. 5. Oral. Oklahoma City, Jan. 15-18, 1960. Sec., Dr. 
Beatrice M. Kesten, One Haven Ave., New York 32. 

AMERICAN Boarp OF INTERNAL MepicinE: 1959 Schedule— 
Written, Oct. 19. Final date for filing application is May 1. 
Oral. For candidates in the South and Southwest, New Or- 
leans, Feb. 3-6. Final date for filing application is Jan. 1. 
Oral. For candidates in the Midwest. Chicago, April 15-18. 
Final date for filing application is Jan. 1. Oral. For candi- 
dates on the West Coast. Final date for filing application 
is March 1. Oral. For candidates on the East Coast, Nov. 
6-7, 9-10. Final date for filing application is March 1. 
Examination in the Subspecialties. Gastroenterology. 
Philadelphia, April 17-18. Final date for filing application 
is Feb. 1. Sec.-Treas., Dr. William A. Werrell, One West 
Main St., Madison 3, Wis. 

AMERICAN BOARD OF NEUROLOGICAL SuRGERY: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 

AMERICAN BoArD OF OBSTETRICS AND GyNECOLOGY: Part I. 
Various parts of the United States and Canada, January 16. 
Candidates notified of their eligibility to participate in 
Part I must submit their case abstracts within thirty days 
of notification of eligibility. No candidate may take the 
written examination unless the case abstracts have been 
received in the office of the Secretary. Sec., Dr. Robert L. 
Faulkner, 2105 Adelbert Road, Cleveland 6. 

AMERICAN BoaRD OF OPHTHALMOLOGY: Written, qualifying 
test (Part I), Various Cities, Jan. 26. Oral. Philadelphia, 
June 3-6. Sec., Dr. Merrill J. King, 22 White St., Rockland, 
Maine. 
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AMERICAN Boarp OF SurcERY: Part I. Wash- 
ington, D. C., Denver, Colorado and Rochester, Minn., 
Mar. 26-27. Deadline for filing application is Nov. 30. Part 
II. Chicago, Jan. 21-23, 1959, Deadline for receipt of ap- 
plications was Aug. 15. Sec., Dr. Sam W. Banks, 116 South 
Michigan Avenue, Chicago 3. 


AMERICAN Boarb OF OTOLARYNGOLOGY: Oral. Chicago, Oct. 


5-9. Final date for filing application is February. Sec., Dr. 
Dean M. Lierle, University Hospitals, lowa City. 

AMERICAN Boarp oF Pepiatrrics: Oral. New York, Dec. 5-7. 
Sec., Dr. John McK. Mitchell, 6 Cushman Road, Rosemont, 
Pa. 

AMERICAN Boarp OF PHysiCAL MEDICINE AND REHABILITA- 
TION: Written, Part 1, and Oral, Part Il. Philadelphia, 
June 12-13. Final date for filing application is February 
15. Sec., Dr. Earl C. Elkins, 200 First St., S. W., Rochester, 
Minn. 

AMERICAN Boarp oF PLastic SurceRY: Oral and Written. 
Boston, May 9-11. Final date for submitting case reports is 
Jan. 1. Corresponding Secretary, Miss Estelle E. Hillerich, 
4647 Pershing Ave., St. Louis 8, Mo. 

AMERICAN BoarD OF PREVENTIVE MEDICINE: Written. Public 
Health. Regional, Apr. 9-11. Occupational Medicine. Chi- 
cago, Apr. 17-19. Aviation Medicine. Los Angeles, Apr. 
24-26. Final date for filing application for all three ex- 
aminations is Jan. 15. Sec., Dr. Tom F. Whayne, 3438 
Walnut St., Philadelphia 4. 

AMERICAN Boarp oF ProcroLocy: Oral and Written. Phila- 
delphia, September. Final date for filing application is 
March. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., Garden 
City, N. Y. 

AMERICAN BoarRD OF PsyCHIATRY AND NEUROLOGY: New 
York City, Dec. 15-16; New Orleans, Mar. 16-17. Training 
credit for full time psychiatric and/or neurologic assign- 
ment in unapproved military programs or services between 
the dates of Jan. 1, 1950 and Jan. 1, 1954 will be termi- 
nated on Jan. 1, 1959. Sec., Dr. David A. Boyd, 102-110 
Second Ave. S. W., Rochester, Minn. 

AMERICAN Boarp OF RaproLocy: Regular Examination. 
Washington, D. C., Dec. 8-11. Final date for filing appli- 
cation was July 1. Special examination in Nuclear Medicine 
for those diplomates in Radiology or Therapeutic Radiol- 
ogy. Washington, D. C., Dec. 6. Final date for filing 
application was Oct. 1. Special Examination. Cincinnati, 
Mar. 16-19, 1959. Final date for filing application is Nov. 
1. Candidates completing training June 30, 1959 are not 
eligible for the Spring 1959 examinations. Sec., Dr. H. 
Dabney Kerr, Kahler Hotel Bldg., Rochester, Minn. 

AMERICAN Boarp OF SuRGERY: Written examinations ( Part 
1) will be held at various centers in the United States, 
Canada, Hawaii, Puerto Rico, and certain military centers 
abroad on December 3. The date of the Fall examination 
in Part I has been changed from the last Wednesday of 
October as announced in its current Booklet of Informa- 
tion to December 3, 1958. Thereafter, examinations in 
Part I will be held once annually, on the first Wednesday 
of December. The closing date for filing applications was 
August 1. Part II. New York City, Dec. 15-16; Houston, 
Tex., Jan. 12-13; New Haven, Conn., Feb. 9-10; Durham, 
No. Car., March 9-10; San Francisco, April 13-14; 
Indianapolis, May 11-12; Columbus, Ohio, May 14-15. 
Sec., Dr. John B. Flick, 1617 Pennsylvania Blvd., Phila- 
delphia 3. 

Boarp oF THoraAcic SurGERY: Oral. Los Angeles, April. 
Final date for filing application is Dec. 1. Sec., Dr. Wil- 
liam M. Tuttle, 1151 Taylor Ave., Detroit 2. 

AMERICAN BoarpD OF Uro.ocy: Written Examination. Twen- 
ty-five cities throughout the country, Dec. 5. The oral 
will be given in Chicago in February 1959. Sec., Dr. 
William Niles Wishard, Jr., 30 Westwood Road, 
Minneapolis 26. 
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GOVERNMENT SERVICES 


NAVY 

Medical Corps Retirements.—The following medical 
corps officers were placed on the retired list on 
Oct. 1, by reasons of voluntary retirement: Capt. 
John D. Walters, after more than 20 years active 
duty, and Capt. Jesse G. Wright, after more than 
30 years active duty. 

The following medical corps officers were placed 
on the retired list on Oct. 1, by reasons of reaching 
the statutory age of retirement: Capt. Wilbur E. 
Kellum, after more than 30 years active service, 
and Capt. Carl H. McMillan, after completing more 
than 30 years active service. (Captain Kellum was 
advanced on the retired list to the rank of Com- 
modore. 

The following medical corps officer was placed 
on the temporary disability retired list of the 
Navy on Oct. 1: Capt. Harold G. Young, after more 
than 31 years active service. (Captain Young will be 
advanced on the retired list to the rank of Rear 


Admiral.) 


New Navy Hospital at Portsmouth, Va.—A cere- 
mony was held Oct. 17, at the laying of the cor- 
nerstone of the new 15-story naval hospital being 
constructed in Portsmouth, Va. The hospital, which 
is expected to be completed in December, 1959, 
will have 800 beds, with supporting services capa- 
ble of accommodating a 700-bed extension. This 
hospital provides the medical support for military 
personnel and their authorized dependents in the 
Norfolk—Portsmouth-Hampton Roads area of Tide- 
water, Va. Among other things it will have such 
innovations as radio-electronic paging for doctors 
and provisions for closed circuit television in surgi- 
cal suites. The history of the Portsmouth Hospital 
dates back to 1830 when it was built. Today, the 
staff and employees of the hospital total about 
1,240 persons. The new hospital will be one of the 
finest examples of architecture in the country. The 
principle address during the cornerstone laying was 
given by the Hon. Porter Hardy Jr., U. S$. Con- 
gressman from the Second District of the state of 
Virginia. 


VETERANS ADMINISTRATION 


Personal.—Dr. Horace B. Cupp, director, VA 
area medical office in Atlanta, Ga., has been ap- 
pointed deputy for operations of VA hospitals, out- 
patient clinics, and homes. 

Dr. Lee H. Schlesinger, manager of the West Side 
VA hospital in Chicago, has been named area medi- 
cal director in the Columbus, Ohio, area medical 
office of the VA, succeeding Dr. John G. Hood, who 
is being transferred to Atlanta, Ga., as area medical 
director. 
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Dr. Irvin J. Cohen, director of hospitals and 
clinics for VA in Washington since 1955, has been 
appointed to a newly created position as deputy to 
the assistant chief medical director for professional 
services in Washington, D. C. 


PUBLIC HEALTH SERVICE 


Increase in Grants in Mental Health Field.—A 
marked increase in grants to increase the supply of 
workers in the mental health field has been re- 
ported by Dr. Robert Felix, director, National In- 
stitutes of Mental Health. Grants to date in this 
fiscal year total over 16 million dollars. Grants have 
been made for the first time to support training of 
research-oriented psychologists at the doctoral 
level. Training emphasis will be on child develop- 
ment as well as physiological and social develop- 
ment in the human personality. 

Under continuing programs to support training 
for mental health clinical specialists, 53 new grants 
were awarded this year. A total of 2,385 persons 
are now receiving training under these programs. 
They are being trained as psychiatrists, psycholo- 
gists, social workers, psychiatric nurses, and public 
health nurses. Twelve new grants totalling $134,366 
were made this year to collegiate schools of nurs- 
ing to support psychiatric training, bringing the 
number of such schools receiving support to 71. 
This undergraduate program was started three 
years ago. Seven hundred and thirty-seven medi- 
cal student stipends totaling $32,776 have been 
awarded. This is an increase of 313 over those 
awarded last fiscal year. This program, initiated in 
the summer of 1957, permits medical schools to 
offer a $600 stipend to a medical student for extra- 
curricular clinical or research training in psychiatry. 


Increased Stipends for Fellowships.—An increase in 
stipend rates for research fellowships has been an- 
nounced by the National Science Foundation and 
the U.S. Public Health Service. The increased 
stipends, now available for future fellowships, put 
into effect the recommendations of senior scientists 
in training centers throughout the nation, said Dr. 
Alan T. Waterman, director of the National Science 
Foundation, and Dr. Leroy E. Burney, surgeon gen- 
eral of the Public Health Service. 

The stipends from both agencies at the predoc- 
toral level will be increased by $200. This will raise 
the stipend to $1,800 for the first year, $2,000 for the 
intermediate year, and $2,200 for the terminal year. 
Predoctoral allowances have been increased to per- 
mit $500 for each dependent. The new stipends for 
both agencies at the postdoctoral level will be 
$4,500 for the first year and $5,000 for the second 
year. In addition, postdoctoral allowances have been 
increased to provide $500 for each dependent. Other 
allowances for certain travel expenses and research 
supplies will remain unchanged. 
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DEATHS 


Alter, Samuel, Philadelphia; Jefferson Medical Col- 
lege of Philadelphia, 1925; an associate member of 
the American Medical Association; member of the 
American Academy of General Practice; veteran of 
World War II; died in the Veterans Administration 
Hospital Sept. 23, aged 59. 


Anderson, John F., New Brunswick, N. J.; born in 
Fredericksburg, Va., March 14, 1871; University of 
Virginia School of Medicine, Charlottesville, 1896; 
an associate member of the American Medical As- 
sociation, serving as a member of the House of 
Delegates in 1916 and chairman of the Section on 
Pharmacology and Therapeutics in 1913-1914; in 
1914 elected a member of the Council on Pharmacy 
and Chemistry of the American Medical Associa- 
tion; a past-president of the American Association 
of Pathologists and Bacteriologists and the Amer- 
ican Public Health Association; past-vice-president 
of the Society for Experimental Pathology; in 1938- 
1939 president of the American Drug Manufactur- 
ers Association; member of the Association of 
American Physicians; member of the U. S. Pharma- 
copoeia conventions, served twice as vice-president, 
and also as a member of the Revision Committee; 
assisted the committee with the last three revisions 
of the U. S. Pharmacopoeia; entered the U. S. 
Marine Hospital Service as assistant surgeon in 
March, 1898; served at Ellis Island in the inspec- 
tion of immigrants; was detailed as sanitary ob- 
server in Oporto-Spain, Liverpool, England, and 
Glasgow, Scotland; then became sanitary attache 
to United States consulates in Barcelona, Spain, 
Marseilles, France, Vienna, Austria, London and 
Liverpool, England; in 1901, became affiliated with 
the Hygienic Laboratory, U. S$. Public Health Serv- 
ice, becoming its director in 1909, and served until 
1915; resigned to become director of the Research 
and Biological Laboratories of E. R. Squibb & Sons, 
becoming a member of the board of directors in 
1917 and vice-president in 1919, holding these posi- 
tions until his retirement in 1946; in 1956, made a 
gift to his alma mater to establish a lectureship to 
be known as the John F. Anderson Memorial Lec- 
tures in Medicine; author of many published papers 
on phases of public health; served as director of the 
Greater New Brunswick Chamber of Commerce 
and vice-president of the New Brunswick Savings 
Institution; died in St. Peter's General Hospital 
Sept. 29, aged 87, of heart disease. 


Boone, Henry H. ® Chicago; Chicago Medical 
School, 1919; died Sept. 30, aged 74, of chronic 
myocarditis and arteriosclerosis. 


‘@ Indicates Member of the American Medical Association. 


Bunker, Charles Waite Orville ® Rear Admiral, 
U.S. Navy, retired, Bethesda, Md.; born in Viroqua, 
Iowa in 1882; Cornell University Medical College, 
New York City, 1905; appointed assistant surgeon 
in the medical corps of the Navy Sept. 21, 1907, 
attained the grade of Rear Admiral, June 23, 1942; 
served in 1914 with the Fleet Marine Force during 
the Mexican Campaign, and during World War | 
with the Atlantic Transport Service, and the U. S. 
Naval Aviation Forces in Italy; in 1919 became 
executive officer of the Naval Hospital at Brest, 
France; in 1920 served as an instructor at the Naval 
Medical School, Washington, D. C.; left for Tur- 
key in 1923 to serve on the staff of the U. S. High 
Commissioner there; became head of the bureau 
of medicine and surgery’s planning division in 1931; 
was commanding officer of the Naval Hospital, 
Brooklyn, of the Naval Medical School and the 
National Naval Medical Center, Bethesda, Md., 
where he served until retired in July, 1944; was 
awarded various medals; service member of the 
American Medical Association; fellow of the Amer- 
ican College of Surgeons; died Sept. 17, aged 76, 
of arteriosclerotic heart disease, myxedema, and 
cirrhosis of the liver. 


Carter, Lew Arthur, O'Neill, Neb.; Kansas City 
(Mo.) Hahnemann Medical College, 1903; past- 
president of the Holt County Medical Society; 
past-president of the board of education; served 
as an examining surgeon for the U. S. Bureau of 
Pensions; formerly city physician and member of 
the board of insanity of Holt County; served as 
chairman of the Holt County American Red Cross; 
on the staff of St. Anthony Hospital, where he died 
Sept. 4, aged 82, of dilatation of the heart. 


Cattermole, George Stephenson “ Denver; Univer- 
sity of Colorado School of Medicine, Denver, 1926; 
a member of the staff of St. Luke’s Hospital; died 
Sept. 8, aged 58, of coronary artery disease. 


Chobot, Robert ® New York City; Columbia Uni- 
versity College of Physicians and Surgeons, New 
York City, 1924; associate clinical professor of pedi- 
atrics at the New York University Post-Graduate 
Medical School; specialist certified by the Amer- 
ican Board of Internal Medicine; member of the 
American Academy of Allergy; fellow of the Amer- 
ican College of Physicians; past-president of the 
Society for the Study of Asthma and Allied Con- 
ditions; on the staffs of the University and Roosevelt 
hospitals; died in London, England, Sept. 26, aged 
57, of coronary thrombosis. 
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Coletta, John Joseph ® Columbus, Ohio; Hahne- 
mann Medical College and Hospital of Philadel- 
phia, 1934; on the staffs of the Mercy and Grant 
hospitals; died Sept. 22, aged 50, of acute coronary 
occlusion, 


Collins, Joseph Kennard ® Falmouth, Mass.; Bos- 
ton University School of Medicine, 1952; certified 
by the National Board of Medical Examiners; mem- 
ber of the American Academy of General Practice; 
served a residency at the Taunton (Mass.) State 
Hospital; died in the Peter Bent Brigham Hospital, 
Boston, Sept. 7, aged 37. 


Combs, Victor Ray, Phoenix, Ariz.; Hospital Col- 
lege of Medicine, Louisville, 1905; veteran of World 
War I; died in the Veterans Administration Hos- 
pital Aug. 29, aged 80. 


Cornell, Beaumont Sandfield ® Huntington, Ind.; 
University of Toronto Faculty of Medicine, To- 
ronto, Ont., Canada, 1916; L.R.C.P., of London, 
and M.R.C.S., of England, 1930; specialist certified 
by the American Board of Internal Medicine; for- 
merly practiced in Fort Wayne, Ind., where he was 
on the staff of the Fort Wayne State School and 
member of staff of the Lutheran Hospital; editor 
emeritus of The American Journal of Digestive Dis- 
eases; died in the Huntington County Hospital 
Sept. 16, aged 66, of coronary occlusion. 


Denman, Morris Aquila © Livingston Manor, N. Y.; 
Northwestern University Medical School, Chicago, 
1932; certified by the National Board of Medical 
Examiners; served as president-elect of the Sullivan 
County Medical Society; asscciated with Liberty- 
Loomis and Liberty Maimonides hospitals in Lib- 
erty; formerly Rockland town health officer; school 
physician; died Sept. 5, aged 54, of coronary throm- 
bosis. 


Dungay, Neil Stanley, Northfield, Minn.; University 
of Minnesota Medical School, Minneapolis, 1925; 
an associate member of the American Medical As- 
sociation; fellow of the American Public Health 
Association; for many years associated with the 
faculty of Carleton College; served on the staff of 
the Northfield City Hospital, where he died Sept. 
19, aged 75, of cerebral hemorrhage. 


Eilers, Paul Gerhard, La Mesa, Calif.; State Uni- 
versity of lowa College of Homeopathic Medicine, 
lowa City, 1900; veteran of World War I; formerly 
associated with the Indian Service; died in the U. S. 
Naval Hospital, San Diego, Sept. 13, aged 80, of 
cancer. 


Estabrook, Bert U. ® Detroit; Detroit College of 
Medicine, 1903; deputy health commissioner for 25 
years, retiring in 1947; at one time on the faculty 
of his alma mater; died in the Harper Hospital 
Sept. 15, aged 78. 
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Exter, Donald John “ Pasadena, Calif.; University 
of Southern California School of Medicine, Los 
Angeles, 1943; fellow of the American College of 
Surgeons; specialist certified by the American Board 
of Surgery; on the staffs of the Alta Vista and Col- 
lis P. and Howard Huntington Memorial hospitals; 
died Sept. 20, aged 39, of a self-inflicted bullet 
wound. 


Fellers, Ray Leopold % Detroit; Detroit College of 
Medicine and Surgery, 1915; member of the Amer- 
ican Academy of General Practice and the Associa- 
tion of Military Surgeons of the United States; on 
the staffs of the Mount Carmel Mercy Hospital and 
Providence Hospital, where he died Sept. 12, aged 
71, of pulmonary thrombosis. 


Flynn, Edward Anthony ™ Belleville, N. J.; Uni- 
versity of Vermont College of Medicine, Burling- 
ton, 1915; veteran of World War I; associated with 
St. Vincent's Hospital, where he was past-president 
of the medical staff and St. James Hospital in Mont- 
clair; affiliated with Presbyterian Hospital in 
Newark and St. Mary's Hospital in Passaic; chiet 
of gastroenterology on the staff of St. Michael's 
Hospital in Newark, where he died Sept. 28, aged 
65, of injuries received in an automobile accident 
Sept. 19. 


Gancher, Jacob Isaac ® Waterbury, Conn.; Long 
Island College Hospital, Brooklyn, 1906; member 
of the American Academy of General Practice; a 
member of the original staff of St. Mary’s Hospital; 
died in the Waterbury Hospital Sept. 16, aged 74. 


Haines, Willits Parker, Ocean City, N. J.; Jefferson 
Medical College of Philadelphia, 1897; past-presi- 
dent of the Medical Society of Cape May County; 
served as acting assistant surgeon in the U. S. Pub- 
lic Health Service; a member of the honorary staff 
at Shore Memorial Hospital, Somers Point; died 
Sept. 11, aged 85. 


Hall, James Frank ® Colonel, U. S. Army, retired, 
Washington, D. C.; Harvard Medical School, Bos- 
ton, 1899; service member of the American Medical 
Association; fellow of the American College of 
Surgeons; entered the regular Army in 1901 and 
retired Sept. 30, 1933; died in the Walter Reed 
Army Hospital Sept. 2, aged 84. 


Harper, Stephen F., Ashland City, Tenn.; Univer- 
sity of Nashville Medical Department, 1910; died 
in the Baptist Hospital, Nashville, Sept. 19, aged 
73, of myocardial infarction. 


Holland, Robert E. Lee, Dallas, Texas; University 
of Vermont College of Medicine, Burlington, 1895; 
at one time associated with the Deaf, Dumb and 
Blind Institute for Colored Youths of Texas: died 
Sept. 9, aged 93. 
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Hood, Arthur James ® Elko, Nevada; University of 
Michigan Department of Medicine and Surgery, 
Ann Arbor, 1903; past-president of the Elko County 
Medical Society; on the staff of the Elko General 
Hospital; died Sept. 19, aged 78, of chronic renal 
failure. 


Jackson, Albert F., Nutley, N. J.; Columbia Uni- 
versity College of Physicians and Surgeons, New 
York City, 1905; for many years school physician; 
director and vice-president of the Bank of Nutley; 
on the staffs of the Mountainside Hospital in Mont- 
clair, Presbyterian Hospital in Newark, and_ the 
Passaic (N. J.) General Hospital, where he died 
Sept. 11, aged 79, of coronary thrombosis. 


Jewel, Robert Theodore % Los Angeles; State Uni- 
versity of lowa College of Medicine, lowa City, 
1892; died in the Good Samaritan Hospital Sept. 1, 
aged 93, of acute coronary thrombosis. 


Jones, Lemuel Winfield, Waco, Texas; (licensed in 
Texas under the Act of 1907); served on the staffs 
of the Hillcrest Memorial and Providence hospitals; 
died Sept. 1, aged 92. 


Kleiner, Blanche F. ® Philadelphia; Imperial Uni- 
versity of St. Petersburg, Russia, 1919; died in the 
Lankenau Hospital Sept. 18, aged 69. 


Kusnitz, Morris Jr. % Alamo, Ga.; Emory University 
School of Medicine, Atlanta, 1936; died in the 
Macon (Ga.) Hospital Sept. 7, aged 51, of cerebral 
hemorrhage. 


Loeb, Herbert ® North Attleboro, Mass.; Julius- 
Maximilians—Universitit Medizinische Fakultat, 
Wurzburg, Bavaria, Germany, 1931; on the staff of 
the Sturdy Memorial Hospital in Attleboro; died 
Aug. 12, aged 56, of coronary thrombosis. 


McMahon, Ralph James \ Binghamton, N. Y.; Uni- 
versity of Buffalo School of Medicine, 1921; spe- 
cialist certified by the American Board of Internal 
Medicine; fellow of the American College of Phy- 
sicians; president of the Broome County Medical 
Society; past-president of the Binghamton Academy 
of Medicine; on the staffs of the Ideal Hospital in 
Endicott and Binghamton and Our Lady of Lourdes 
Memorial hospitals; died Sept. 10, aged 60, of 
coronary thrombosis. 


Meddis, Victor Newcomb ® Colonel, U. S. Army, 
retired, San Antonio, Texas; Hospital College of 
Medicine, Louisville, 1902; service member of the 
American Medical Association; fellow of the Amer- 
ican College of Surgeons; entered the medical corps 
of the U. S. Army in 1920; retired July 31, 1943; 
died in the Brooke Army Hospital Aug. 31, aged 79, 
of cancer of the pancreas. 

Munson, Alban Elliott, Nyack, N. Y.; University 
and Bellevue Hospital Medical College, New York 
City, 1899; an associate member of the American 


DEATHS 


J.A.M.A.. Nov. 22, 1958 


Medical Association; surgeon, New York Central 
Railroad; for many years on the staff of the Union 
Hospital in New York City, where he was trustee; 
died in the Cottage Hospital, Santa Barbara, Calif., 
Sept. 22, aged 84, of cerebral hemorrhage. 


Nixon, Edwin Allen “ Seattle; State University of 
lowa College of Medicine, lowa City, 1928; spe- 
cialist certified by the American Board of Surgery; 
fellow of the American College of Surgeons; past- 
president of the Seattle Surgical Society; on the 
staffs of the Columbus, Doctors, Swedish, and 
Providence hospitals; died Sept. 6, aged 61. 


O'Connor, Clarence Joseph, New York City; Ford- 
ham University School of Medicine, New York 
City, 1921; also a lawyer; member of the Medical 
Society of the State of New York; past-president of 
the Bronx County Medical Society; served for many 
years as an honorary police surgeon; a founder and 
past-president of the Catholic Physicians Guild; a 
member of the American Board of Legal Medicine; 
president of the medical board and chief of medi- 
cine of Union Hospital; died Sept. 17, aged 61, of 
cerebral hemorrhage. 


Olkon, David Mortimer “% Los Angeles; born in 
Wilna, Russia, Sept. 15, 1877; College of Physi- 
cians and Surgeons of Chicago, School of Medicine 
of the University of Hlinois, 1908; associate profes- 
sor of psychiatry emeritus at his alma mater; spe- 
cialist certified by the American Board of Psy- 
chiatry and Neurology; member of the American 
Academy of Neurology, Scientific Reserve Society 
of America, and Sigma Xi; fellow of the American 
Psychiatric Association; veteran of World War I; 
attending psychiatrist at the Cedars of Lebanon 
Hospital; at one time practiced in Chicago; served 
as director of the Los Angeles Neurological Insti- 
tute; died Jan. 29, aged 80, of cancer of the pros- 
tate. 

Owens, Frank Joseph, St. Paul; University of 
Minnesota Medical School, Minneapolis, 1955; 
served an internship at the Ancker Hospital in St. 
Paul and a residency at the University of Minne- 
sota Hospital and Veterans Administration Hos- 
pital in Minneapolis; died Sept. 4, aged 28. 


Percy, Nelson Mortimer “ Chicago; born in Dex- 
ter, Iowa, Nov. 7, 1875; Rush Medical College, 
Chicago, 1899; professor of clinical surgery at the 
University of Illinois College of Medicine from 
1920 to 1940, when he was named professor emeri- 
tus; member of the founders group of the American 
Board of Surgery, and of the American Surgical 
Association and the International Society of Sur- 
geons; fellow of the American College of Surgeons; 
past-president of the American Goiter Association 
which in 1953 gave him its meritorious award; past- 
president of the Chicago Surgical Society; in 1917 
organized U. S. Base Hospital 11 in France and 
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served as its surgical director; a life member of the 
Chicago Historical Society, Art Institute, and the 
Natural Historical Society; joint author with Dr. 
Albert J. Ochsner of “Clinical Surgery” published 
in four editions, the first in 1912; developed the 
Percy method of whole blood transfusion; in 1951 
the Nelson M. Percy Research Foundation was or- 
ganized at the Augustana Hospital, where he be- 
came chief surgeon in 1925, chief of staff in 1935, 
serving until 1957, when he became emeritus chief 
of staff, and where he died Oct. 10, aged 82, of 
congestive heart disease. 

Phillipsen, John Albert ® Wellington, Kan.; North- 
western Medical College, St. Joseph, Mo., 1894; 
for many years county coroner; on the staffs of the 
Hatcher and St. Luke’s hospitals; died June 28, 
aged 86, of cancer. 

Phillips, John William, Oilton, Okla.; Gate City 
Medical College, Texarkana, Ark., 1906; for 10 
years mayor; for many years on the staff of the 
Cushing Municipal (Okla.) Hospital, where he died 
Sept. 11, aged 89, of intestinal obstruction. 
Quaife, Lawrence Albert, Rosalia, Wash.; State 
University of lowa College of Medicine, lowa City, 
1906; served as medical director for the Chicago 
and Milwaukee Railroad; died in Spokane, Sept. 
6, aged 79, of cerebral hemorrhage. 

Rittenhouse, Jacob S., Lorane, Pa.; Hahnemann 
Medical College and Hospital of Philadelphia, 
1885; associated with the Community General Hos- 
pital in Reading; died Sept. 4, aged 97, of arterio- 
sclerosis. 

Ross, Rex Roy ® San Antonio, Texas; born in New- 
ton, Mass., in 1888; Medical Department of Tulane 
University of Louisiana, New Orleans, 1912; veteran 
of World War I; specialist certified by the American 
Board of Urology; member of the American Urolog- 
ical Association; fellow of the American College of 
Surgeons; past-president of the Bexar County Medi- 
cal Society; associated with the Woodmen of the 
World Memorial Hospital; consulting chief urologist 
at the Robert B. Green Memorial Hospital; on the 
staffs of the Santa Rosa Hospital and the Nix Me- 
morial Hospital, where he died Aug. 12, aged 70, of 
cerebral hemorrhage and arteriosclerosis. 


Reeves, Alfred Edwin, North Platte, Neb.; Ens- 
worth Medical College, St. Joseph, Mo., 1904; an 
associate member of the American Medical Asso- 
ciation; veteran of World War I; on the staffs of 
Memorial Hospital and St. Mary Hospital, where 
he died Sept. 1, aged 77, of pneumonia, and chronic 
myocarditis. 


Rinker, George Earnest ® Oto, Iowa; Sioux City 
(Iowa) College of Medicine, 1903; served as mayor, 
member of the town council, and president of the 
board of education; died in Sioux City Sept. 16, 
aged 81. 
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Rodenheiser, Edwin William, Upper Darby, Pa.; 
Washington University School of Medicine, St. 
Louis, 1913; specialist certified by the American 
Board of Pediatrics; an associate member of the 
American Medical Association; member of the 
American Academy of Pediatrics; fellow of the 
American College of Physicians; for many years on 
the staff of the Delaware County Hospital in Drexel 
Hill; consultant pediatrician at the Misericordia 
Hospital in Philadelphia, Thomas M. Fitzgerald 
Mercy Hospital in Darby, and Chester (Pa.) Hos- 
pital; on the courtesy staff, the Bryn Mawr (Pa.) 
Hospital, where he died Sept. 24, aged 67, of hyper- 
tensive cardiovascular disease. 


Scott, William Wylie Orlando, Fla.; Medical De- 
partment of Grant University, Chattanooga, Tenn., 
1907; University of Worster Medical Department, 
Cleveland, 1909; formerly practiced in Canton, 
Ohio; member of the Ohio State Medical Associa- 
tion; past-president of the Canton Academy of 
Medicine and past-treasurer of the Stark County 
(Ohio) Medical Society; died Sept. 7, aged 77, of 
cerebral vascular accidents. 


Seligman, Hans ® Groton, N. Y.; Universitat Bern 
Medizinische Fakultat, Switzerland, 1937; formerly 
school physician; on the staff of the Cortland (N. Y.) 
Memorial Hospital; died Sept. 11, aged 46, of 
rheumatoid arthritis and duodenal ulcer. 


Shemeley, William G. Jr., Darby, Pa.; Hahnemann 
Medical College and Hospital of Philadelphia, 
1910; veteran of World War I; an associate member 
of the American Medical Association; specialist 
certified by the American Board of Otolaryngology; 
member of the American Academy of Ophthal- 
mology and Otolaryngology; died in the Hahne- 
mann Hospital, Philadelphia, Sept. 18, aged 70, of 
myocardial infarction. 


Simmons, Harold Leonard Jr. “% New Bedford, 
Mass.; Boston University School of Medicine, 1944; 
certified by the Nitional Board of Medical Ex- 
aminers; interned at the Boston City Hospital; 
served a residency at the Cambridge City Hospital 
in Cambridge; served in the medical reserve corps 
of the U. S. Army; died in the Massachusetts Gen- 
eral Hospital, Boston, Sept. 1, aged 43. 


Slack, Louise Wetherill, Silver Spring, Md.; Wom- 
an’s Medical College of Pennsylvania, Philadelphia, 
1937; served in the medical corps of the U. S. Naval 
Reserve during World War II; on the staffs of the 
Lancaster General and St. Joseph’s hospitals in 
Lancaster, Pa.; since 1954 employed by the depart- 
ment of hea!th in Washington, D. C.; died Sept. 8, 
aged 50, of an overdose of barbiturates, self-admin- 
istered. 

Slate, John William “ High Point, N. C.; University 
College of Medicine, Richmond, 1900; member of 
the board of county commissioners for Stokes 
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County from 1918 to 1922; on the staff of the High 
Point Memorial Hospital; died Sept. 12, aged 81, 
of coronary disease. 


Steves, Bert Jerome ® Menomonie, Wis.; Chicago 
Homeopathic Medical College, 1903; Northwestern 
University Medical School, Chicago, 1908; died in 
Fort Dodge, Iowa, Sept. 8, aged 84. 


Sutton, Lyle Adin ® Albany, N. Y.; Albany Med- 
ical College, 1921; associate clinical professor of 
gynecology and obstetrics at his alma mater; spe- 
cialist certified by the American Board of Obstet- 
rics and Gynecology; fellow of the American Col- 
lege of Surgeons; veteran of World War I; chief 
of gynecology, Child’s Hospital; on the attending 
staff at Memorial Hospital; consulting gynecologist 
at Memorial Hospital of Greene County, Catskill, 
and Moses—Ludington Hospital, Ticonderoga, and 
on the staff of the Albany Hospital, where he died 
Sept. 13, aged 62, of cardiac failure. 


Takos, Michael James, Miami, Fla.; University of 
Michigan Medical School, Ann Arbor, 1951; di- 
rector of research and special studies and epidemi- 
ologist for Dade County Health Department; for 
four years was assigned to the army’s malarial con- 
trol group, teaching at the school of malariology 
in the Panama Canal Zone; interned at the Gorgas 
Hospital in Ancon, C. Z., where he served a resi- 
dency; received the degree of master of public 
health from Harvard School of Public Health in 
Boston; died Sept. 9, aged 39, of acute coronary 
occlusion. 


Tetrault, Philias Eugene, Putnam, Conn.; Middle- 
sex College of Medicine and Surgery, Cambridge, 
Mass., 1920; veteran of World War I; a member of 
the advisory board of Annhurst College in South 
Woodstock; died Sept. 16, aged 66. 


Thomason, Charles Franklin, Whites Creek, Tenn.; 
Vanderbilt University School of Medicine, Nash- 
ville, 1914; veteran of World War I; died Sept. 7, 
aged 73, of arteriosclerosis. 


Warren, Robert Franklin, Prospect Hill, N. C.; 
Atlanta School of Medicine, 1911; member of the 
Medical Society of the State of North Carolina; 
died in the North Carolina Memorial Hospital, 
Chapel Hill, Sept. 11, aged 74, of carcinoma of 
the lung. 


Whedon, Edwin Earl ® Sheridan, Wyo.; born in 
Hudson, Ohio, April 29, 1872; Gross Medical Col- 
lege, Denver, 1902; past-president of the Wyoming 
State Medical Society of which he was secretary 
for 18 years; member of the House of Delegates of 
the American Medical Association in 1922 and 1930; 
for 15 years chairman of the Wyoming division of 
the American Cancer Society; past-president and 
for many years a member of the board of health; 
in 1910 city treasurer; for many years on the Rocky 


J.A.M.A., Nov. 22, 1958 


Mountain Medical Conference Committee; in 1954 
established the Earl and Bessie Whedon Cancer 
Detection Fountain Center; served as Wyoming 
editor of the Rocky Mountain Medical Journal; as- 
sociated with Sheridan Memorial Hospital, where 
he died Sept. 10, aged 86. 


White, John Edward, Kerrville, Texas; Cleveland 
Medical College, Homeopathic, 1891; for many 
years associated with the Veterans Administration; 
formerly medical director of the Nordrach Ranch 
Sanitarium in Colorado Springs; veteran of World 
War I; died in the Sid Peterson Memorial Hospital 
Sept. 9, aged 87. 


Williams, Charles Leroy, McMinnville, Ore.; Uni- 
versity of Louisville (Ky.) Medical Department, 
1903; at one time mayor; served on the staff of the 
McMinnville Hospital, where he died Sept. 8, aged 
84, of pneumonia. 


Williams, Hiram, Paterson, N. J.; New York Uni- 
versity Medical College, New York City, 1896; for 
many years practiced in Passaic, where he was a 
member of the board of education; for more than 
40 years examining physician for Prudential Life 
Insurance Company; for many years chief surgeon 
at Passaic General Hospital; at one time city health 
officer; an associate member of the American Med- 
ical Association; died in the Christian Sanatorium, 
Wyckoff, Sept. 4, aged 89, of cerebral thrombosis. 


Williams, Stuart Dudley ® Richmond, Va.; Medical 
College of Virginia, Richmond, 1917; service mem- 
ber of the American Medical Association; veteran 
of World War I; associated with the Veterans Ad- 
ministration Hospital; died Sept. 13, aged 65, of 
acute coronary insufficiency. 


Willson, William Herbert “ Greenfield, Ohio; 
Medical College of Ohio, Cincinnati, 1897; veteran 
of the Spanish-American War; served as a mem- 
ber of the county board of health; associated with 
the Greenfield Municipal Hospital, where he died 
Sept. 7, aged 84, of cerebral hemorrhage and in- 
juries received in an automobile accident. 


Winchell, George D., Rose, N. Y.; University of 
Buffalo School of Medicine, 1893; an associate 
member of the American Medical Association; for 
many years county coroner; died Sept. 22, aged 96, 
of coronary thrombosis. 


CORRECTION 


Dr. Arthur Kirby Baldwin Is Not Dead.—Tue Jour- 
NAL for Nov. 1, page 1250, erroneously reported the 
death of Dr. Arthur Kirby Baldwin. Dr. Baldwin is 
still living at Carrollton, Ill., and he was named by 
the Illinois State Medical Society in May as “Gen- 
eral Practitioner for 1958.” The source of our infor- 
mation was the News Letter of the American So- 
ciety of Anesthesiologists for September. 
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BRAZIL 


Sinusitis.—Drs. Raphael da Nova and Décio Mion 
(Revista do Hospital das Clinicas, vol. 13, July-Au- 
gust, 1958) analyzed 1,593 cases of chronic sinusitis 
and concluded that conservative therapy gave the 
best immediate results. Conservative treatment was 
applied in 53 cases of chronic maxillary sinusitis 
classified as purulent, allergic, and puruloallergic. 
The purulent group was treated locally with strepto- 
kinase and streptodornase combined with tetracy- 
cline by mouth. The second category was treated 
with hormones and antibiotics. Chronic sinusitis is 
predominantly maxillary, and an allergic factor is 
important in its cause. Surgical treatment has be- 
come less popular since the appearance of antibiot- 
ics. 


Prevention of Leprosy.—Fernandez and Nelson 
Souza Campos have stated that leprosy can be pre- 
vented by the use of BCG vaccine. In order to in- 
vestigate this point of view, Dr. A. C. Pereira at the 
Medical School of Juiz de Fora, Minas Gerais, stud- 
ied the children of leprous parents and children 
withdrawn from a focus of leprosy (these children 
having been admitted to a preventorium). From 
the time his study began, in 1943, he made tuber- 
culin and lepromin tests on all the children. From 
1950 on he began to give BCG vaccine by mouth 
for periods of one, three, and six months to obtain 
a complete reversal of the lepromin test from nega- 
tive to positive. In an eight-year follow-up such 
tests remained positive. As about 33% of those with 
negative tests had been permanenty discharged, 
it was concluded that vaccination by BCG is an ef- 
fective preventive of leprosy. 


CANADA 


Gastroenteritis.—A group of workers from Montreal 
and another from Kingston, Ont., emphasized the 
important role of coliform organisms in epidemic 
diarrhea in infants. The Montreal group (Canad. 
M. A. J. 79:351, 1958) isolated a new serotype (al- 
ready incriminated in outbreaks in the United 
States ), known as O127:B 8, and identified it as the 
cause of an epidemic in a children’s hospital. Of 
796 infants who were in hospital with diarrhea dur- 
ing a 10-month period, 258 were harboring this 
strain. Of these, 187 were infected in the hospital 
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while under treatment for other conditions. Prema- 
ture and newborn infants were very susceptible. 
Strains were at first sensitive to neomycin, but later 
showed emergence of resistance. Nitrofurantoin 
proved to be the therapeutic agent of choice. There 
were 28 deaths. Autopsy findings were nonspecific 
(intestinal congestion and hemorrhage ). The sero- 
type described is widespread in the province of 
Quebec. The Kingston group recorded a series of 
hospital infections over a five-year period and found 
a wide range of serological types of Escherichia 
coli. They encountered one epidemic with the 
O11:B4 type, but the proportion of E. coli infections 
among infants admitted with diarrhea was some- 
what less than in the Montreal series. They found 
that giving polymyxin B by mouth was effective in 
shortening the duration and diminishing the sever- 
ity of the infection and favored giving prophylactic 
doses to staff and patients in the presence of an 
epidemic. They urged, as did the Montreal work- 
ers, that in any epidemic of infantile diarrhea in- 
vestigation for types of E. coli be carried out, with 
reduction in infectivity of all positive cases by neo- 
mycin or polymyxin B. Visiting must be restricted 
and a routine survey of all contacts for coliform or- 
ganisms must be carried out. Moreover, when epi- 
demics are present in the district, the screening 
of all admissions for carriers should be carried out. 


Antibiotic Disks.—The Biologics Control Laborator- 
ies of the Canadian government complained last 
vear of the poor quality of antibiotic disks coming 
into Canada and tightened up their control of these 
diagnostic products. They invited manufacturers 
( practically all from the United States) to cooper- 
ate by sending in samples and protocols of assay of 
disks. In a recent paper (Canad. M. A. J. 79:383, 
1958) they reviewed the results of this voluntary 
control system, in which four manufacturers (not 
representing all who could have cooperated) sent 
in samples for checking over a year. The results 
showed a great improvement during this period. 
The problem has apparently been that manufactur- 
ers relied solely on performance tests for control- 
ling their products, whereas the Canadian testers 
have developed an assay method using an extrac- 
tion technique for obtaining the antibiotic from the 
disk. In one cooperating company, the rejection rate 
for low potency dropped from 15% to zero within a 
few months, and for another firm the rate dropped 
from 75 to 15%. Nevertheless, the program is being 
continued, and the government is considering more 
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effective regulations for the import of disks, noting 
that the authorities in the United States are also 
considering this problem. 


Tetanus Toxoid.—The Academy of Medicine, Lon- 
don, Ontario, has had a committee studying the 
question of extensive tetanus immunization among 
the population for some time and has published 
a report on its findings (Canad. M. A. J. 79:410, 
1958). It urges every physician to use his opportun- 
ities to increase the number of persons in the 
community immunized with tetanus toxoid and em- 
phasizes once more that a full course of toxoid im- 
munization must include four primary immunizing 
doses of which the recall dose 6 to 12 months after 
the first series is one. Booster doses every five years 
are recommended. Antitoxin must also be used 
when indicated. Local groups are encouraged to 
participate in a research plan to obtain accurate in- 
formation about the incidence of allergic reactions 
to tetanus antitoxin in previousy immunized per- 
sons and others. Attempts will be made to promote 
mass immunization by the press, television, and 
other media and by encouraging immunization of 
students. The emergency departments of hospitals 
should give toxoid to patients if possible (but not 
in the same syringe as antitoxin ). The provincial de- 
partments of health are requested to assume re- 
sponsibility for an adequate recording system, 
which is at present lacking. 


Insurance Plan and Public Health—Two medical 
administrators in the federal government discussed 
the new hospital insurance and diagnostic services 
setup at the annual meeting of the Canadian Public 
Health Association (Canad. J. Pub. Health 49:317, 
1958). Cameron discussed the general administra- 
tive systems being developed to operate provincial 
health insurance programs. There were some differ- 
ences among the provinces, some establishing their 
program within the provincial health department, 
while others had organized a special commission 
with a single commissioner or board of commission- 
ers reporting to the provincial legislature through 
the Minister of Health or some other responsible 
minister. Almost all provincial health insurance 
plans had developed some form of rate board to re- 
view and approve hospital budgets and establish 
rates for services provided. Provinces will report 
their expenditures under the program each month 
to the federal government, which will make month- 
ly payments to the province as an advance on mon- 
ey due at the end of that year. A good program of 
research and statistics is being developed, and it is 
hoped that soon each province will have a punch 
card system for every hospital admission showing 
accounting data, diagnostic information, use of hos- 
pital services, and possibly basic social data on the 
patient. 
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Charron referred to the integration and coordina- 
tion of preventive and curative medical activities 
within the hospital insurance and diagnostic serv- 
ices program. The fact that the Minister of Nation- 
al Health and Welfare is responsible for hospital 
insurance will make such integration easier. One 
area where problems will arise is that of national 
health grants to provinces. A joint administrative 
section had been set up to serve both health insur- 
ance and health grants and thus avoid duplication. 
The consultant services at Ottawa in various fields 
of public health, such as nutrition or child and 
maternal health, will be available for consultation 
in health insurance matters. As an illustration of the 
need for coordinated and continued health care, 
Charron cited the care of children. The hospital 
would have to work in conjunction with community 
public health services to assure continuity of treat- 
ment. In such areas, he believed that the develop- 
ment of services under the insurance plan would 
help to close the traditional gap existing between 
preventive and therapeutic medicine. Development 
of outpatient diagnostic services would also require 
consultation between public health workers and 
hospital laboratory workers to avoid duplication 
and maintain high standards. Similarly, rehabilita- 
tion and home care services would require constant 
cooperation. 


Brachial and Digital Blood Pressure.—At the Uni- 
versity of Manitoba, Gaskell and Krisman (Canad. 
J. Biochem. 36:883, 1958) developed an auscultatory 
technique for measuring the digital blood pressure. 
They use a stethoscope in which the diaphragm has 
been replaced by a digital plethysmograph, into 
which a finger is sealed. The technique -is similar 
to the usual one for measuring brachial blood pres- 
sure, sounds being heard through the stethoscope as 
a pneumatic cuff around the finger base is deflated. 
The first sound heard appears to be as reliable an 
index of systolic pressure as any other. By using 
this technique in combination with the usual one, 
the authors were able to study the brachial to digi- 
tal systolic and diastolic pressure gradients in nor- 
mal subjects and hypertensive patients under vari- 
ous conditions. This gradient is small when the sub- 
ject is cool but much increased when he is heated. 
The gradient in essential hypertension was similar 
to the normal gradient for diastolic pressures but 
greater for systolic pressures. 


Maternal Mortality.—A recent report (Ontario De- 
partment of Health, Special Report no. 5) pre- 
sented some data on trends in maternal mortality in 
Ontario between 1921 and 1955. The trend in ma- 
ternal mortality followed that displayed in other 
countries and other areas. In 1921 the maternal 
mortality rate in Ontario was 5.22 per 1,000 live 
births. By 1931 it was still unchanged, but in 1938 
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it began to diminish sharply. By 1941 it had fallen 
to 3.03 and continued to fall until it had reached 
0.54. The current hazard of childbirth in Ontario 
is therefore only one-tenth of what it was before 
1938. Infant mortality showed a similar though not 
so sharp decline. These curves were accompanied 
by a fall in the actual live birth rate up to the time 
of World War II with a sharp rise afterwards to a 
figure just above that for 1921. An interesting fea- 
ture of these statistics was the calculation by the 
statisticians of “lost years of reproductive life” by 
taking an arbitrary upper limit of 50 years and cal- 
culating how many years were lost to the popula- 
tion by maternal deaths before this age. These cal- 
culations show that between 1935 and 1955 the 
annual number of reproductive vears lost was cut 
by 80%. In other terms, a total of 4.900 vears was 
saved for reproduction by the dramatic and sus- 
tained fall in mortality. In line with findings else- 
where, the chief cause of fall in maternal mortality 
was the fall in incidence of infection. Infection has 
been replaced by toxemia as the first ranking cause 
of maternal death, though the rate for toxemia has 
also fallen. 


Patients and Parking.—Parking in the downtown 
area of Saskatoon is just as difficult as in most 
American cities. Patients visiting their doctors often 
receive parking tickets, but in future the police will 
be more lenient with them. The Board of Police 
Commissioners has approved the recommendation 
that notes signed by physicians and dentists for 
their patients who receive parking tickets will be 
acceptable at the police station in cancellation of 
the ticket. Forms will have to be signed by the 
physician or dentist in person. Nurses and recep- 
tionists will have no authority to sign the notes. If 
the courtesy is abused it will cease. 


Alcoholism.—The Ontario Alcoholism Research 
Foundation reviewed once more the figures for al- 
cohol use and alcoholism in Ontario. The founda- 
tion now estimates that, in the decade from 1946 to 
1955, the number of alcoholics increased from 
31,820 to 63,070, a jump of 98.2%. Even allowing 
for population growth in the age groups affected, 
this represents an increase in the adult rate of 65.2%. 
In terms of the estimated number of actual users of 
alcoholic beverages, it represents an increase of 
55.2%. During the survey period, the percentage of 
the Ontario population using alcohol increased from 
65 to 71% and the average per capita consumption 
from 1.28 to 1.69 gallons. In this period, consump- 
tion of wine slightly decreased while consumption 
of beer and of spirits increased. The rate of alcohol- 
ism for Ontario was slightly above average for Can- 
ada, lower than that for British Columbia, slightly 
lower than that of Quebec, and much lower than 
that of the United States. 
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GERMANY 


Operating Time. — R. Nissen (Deutsche med. 
Wchnschr. 83:1765, 1958) related the historical de- 
velopment of surgical technique and the duration 
of operation at various periods. Thus, in the pre- 
anesthetic era, time-saving operative technique was 
a necessity. Since the introduction of anesthesia and 
asepsis, however, the discussion of the speed of op- 
erating has not ceased. Kocher, Halsted, and Cush- 
ing deliberately sacrificed speed to the needs of 
careful tissue handling and hemostasis. Perhaps a 
mistake was made in generalizing their teachings, 
which in certain situations and for certain opera- 
tions, such as those on the brain, were valid. Even 
today there are far-reaching differences in opera- 
tive techniques between North America and Euro- 
pean surgeons. To relate the progress in American 
surgery to a further development of Halsted’s prin- 
ciples is an exaggeration. Similarly the emphasis on 
speed at all cost may result in dangerous neglect 
of careful handling. A number of tried and reliable 
rules make it possible to hold the length of opera- 
tion to a minimum. It is pointed out that advances 
in modern surgery make it necessary for young sur- 
geons to be trained in both speed and dexterity. In 
many operations unnecessary delay adds appreci- 
ably to the risks, e. g., operations in the elderly, 
combined abdominothoracic operations, and intra- 
cardiac procedures. The speed of operating should 
be adjusted to the general condition of the patient 
and the size of the operative field. 


Endoscopy of the Biliary Tract.—H. Wildegans 
(Deutsche med. Wchnschr. 83:1775, 1958) said that 
in performing endoscopy of the biliary tract he uses 
a catheter (18 to 25 F.) modified by the inclusion 
of a lens system with an ocular, a source of light, 
and provision for flushing. Indications and contrain- 
dications for biliary endoscopy are the same as for 
common bile duct exploration. It is contraindicated 
in the presence of fresh signs of a preceding acute 
pancreatic necrosis. Visible gallstones are removed 
first. The endoscope is then introduced first towards 
the duodenum, then towards the liver under con- 
stant flushing with warm isotonic sodium chloride 
solution. In end-on vision the common bile duct ap- 
pears as a cylindrical tube which, funnel-like, nar- 
rows towards the ampulla of Vater. The mucosa 
has an orange cast and contains small, red vessels 
arranged in a network. The ampulla has a variable 
appearance. Once the tip of the endoscope has gone 
past it, the duodenum becomes visible. 

Small, movable gallstones often cause inflamma- 
tory changes in the surrounding mucosa. The re- 
moval of concretions, especially of obstructing 
stones in the ampulla or clumps of stones, can 
be accomplished under direct vision through the 
endoscope. Endoscopy is useful in the differen- 
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tial diagnosis of diseases of the biliary tract. The 
ostia of the right and left hepatic ducts are oval. 
If these ducts are dilated, it is often possible to look 
far into both lobes. Stones in a hepatic duct are 
clearly visible through the endoscope. This method 
provided a means of determining whether all con- 
cretions have been removed. Furthermore, the de- 
gree and extent of cholangitis are easily diagnosed. 
The author performed endoscopy during laparot- 
omy in 151 patients with suspected disease of the 
biliary tract. Gallstones were seen in 94 (of which 
26 had stones in the hepatic duct ). Cholangitis was 
found in 73 patients and dilatation of the biliary 
tract without mechanical obstruction was seen in 45. 
Stenosis of the ampulla was noted in only four pa- 
tients. Endoscopy does not exclude cholangiog- 
raphy. These procedures are complementary. If 
good preoperative cholecystograms are available, 
endoscopy is preferred to cholangiography at the 
time of operation. 


INDIA 


New Amebicide.—Sachdev and Dhupar (J. Indian 
M. A. 31:5 [Sept. 1] 1958) treated 27 patients who 
had amebiasis with a new drug (11,925). Patients 
with active diarrhea whose stools contained End- 
ameba histolytica in the form of trophozoites or 
cysts were selected for the trial. Most of them were 
also subjected to a sigmoidoscopic examination. The 
material swabbed during sigmoidoscopy was ex- 
amined. The patients were given two 100-mg. tab- 
lets three times a day for 10 days. Stool examina- 
tion and sigmoidoscopy were done repeatedly after 
completion treatment for a period of six months. 
Symptomatic relief was obtained in all cases. The 
frequency of stools was reduced within 48 to 72 
hours, and the stools were well formed by about 
the seventh day. From the 10th day on, the parasite 
could not be demonstrated in stools by microscopic 
examination, and sigmoidoscopy revealed either 
healed or healing ulcers. Of the 27 patients, 22 re- 
mained asymptomatic on subsequent examinations. 
The drug was well tolerated by all but one of the 
patients. 


Intestinal Helminthic Infection.—Bhaduri and Arora 
(Bull. Calcutta School Trop. Med. 6:1 [Jan.] 1958) 
studied the incidence of intestinal helminthic infec- 
tion in a mixed population of an industrial area. 
Stools of 290 unselected men from a total of 5,000 
workers were examined. Evidence of helminthic 
infection was obtained in 114, or 39.3% Hookworms 
infection was obtained in 114, or 39.3%. Hookworms 
worms in 20; the rest had pinworms, Strongyloides, 
Hymenolopis nana, and Heterodera. Thus the hook- 
worm rate was 23.1%, and the roundworm rate 
was 5.5%. 
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Postmalarial Splenomegaly.—R. N. Chaudhari ( Bull. 
Calcutta School Trop. Med. 6:1 [Jan.] 1958) re- 
ported a series of 154 patients with postmalarial 
splenomegaly. These formed part of a group of 203 
patients who were investigated to find the cause of 
their tropical splenomegaly. Besides postmalarial 
splenomegaly, they included 22 with cirrhosis of 
the liver, 11 with posthepatic splenomegaly, 7 with 
thalassemia, 6 with extrahepatic portal obstruction, 
and 3 with metabolic disorders. Almost all those 
with postmalarial splenomegaly came from rural 
areas, most being young adults; 128 were male and 
the rest female. They belonged to the poorer classes, 
being chiefly farmers or laborers. The onset was 
insidious, and the duration of enlargement varied 
from 2 to 21 years. All gave a history of fever sug- 
gestive of malaria, in the beginning. The persons 
with advanced cases were malnourished and 
cachectic; 114 had fever while in the hospital. The 
splenic enlargement varied between 3.5 and 10 in. 
below the costal margin. It was aggravated during 
febrile attacks and receded a little after the attack. 
The spleen was firm, smooth, painless, and mobile. 
The liver was enlarged to a variable extent in most 
patients, the left lobe usually being larger than the 
right. It was soft and smooth except in advanced 
cases when it was hard and irregular. Five with 
advanced splenomegaly had jaundice, and 7 gave a 
history of hematemesis or melena; 18 had ascites, 
3 of whom had tuberculosis. The patients with ad- 
vanced cases showed an altered albumin-globulin 
ratio with increased thymol turbidity. 

Examination of the spleen, removed at operation 
or postmortem, showed that the normal appearance 
was lost. There was proliferation of the reticulo- 
endothelial cells and giant cells and evidence of 
fibrosis. There was no evidence of malarial pigment. 
The liver showed a normal appearance in early 
cases and variable pathological changes in others 
which included focal necrosis, diffuse parenchymal 
degeneration, and fatty changes, while definite 
fibrotic changes were seen in terminal cases. Anemia 
of the orthochromic and slightly macrocytic type 
was seen in those with disease of long duration. 
Leukopenia was commonly present and thrombo- 
cytopenia in a few with advanced splenomegaly. 
Only two showed malarial parasites in the blood. 
Splenoportal venography showed dilated and tor- 
tuous splenic and portal veins, while collateral 
vessels were seen in very advanced cases. A barium 
meal showed esophageal varices in eight cases of 
long duration. The diagnosis was based on the his- 
tory of residence in a rural area where malaria was 
hyperendemic, repeated attacks of malaria which 
were untreated or irregularly treated, progressive 
enlargement of the spleen more marked during the 
attacks and receding slightly after them, absence of 
jaundice or gastrointestinal bleeding except in 
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terminal cases, leukopenia, a variable degree of 
anemia, little or no pathological change in the liver, 
no radiological evidence of portal obstruction in 
early cases, and negative tests for leishmaniasis. 

Suppressive antimalarial therapy was found to be 
effective in early cases. Splenectomy was indicated 
in those with marked hypersplenism who did not 
respond to hematinics. The liver was not damaged, 
as revealed by a liver biopsy. Spontaneous and re- 
current attacks of malaria occurred in about 50% of 
the patients who survived after splenectomy. Sixty 
were followed up for two to four years. Of these, 
43 were treated medically and 17 were subjected to 
splenectomy. From the group not operated on, 22 
with early cases were cured after suppressive anti- 
malarial therapy for 6 to 12 months. Seven of the 
14 with late cases showed a remarkable reduction 
in the size of the spleen, and others remained the 
same or became worse. Three of the seven in the 
terminal stage died, and the rest had recurrent 
attacks of hematemesis. Of the 17 who were oper- 
ated on, 3 died of the operation and 2 died later. 
Five could not be traced, and the rest complained 
of progressive weakness and had irregular fever, 
and liver biopsy showed a much more advanced 
involvement of this organ as compared to the pre- 
operative findings. Thus, malaria was the primary 
infection in these patients who developed reticulo- 
endothelial hypertrophy and hypersplenism. To 
ascertain further the role of malaria in the causation 
of splenomegaly, a study was made to determine 
the effect of the control of malaria on the spleen 
rate in areas where malaria is known to be hyper- 
endemic. The authors had examined 71 patients six 
vears earlier. All but two showed improvement in 
general health; 24 had ceased to have a palpable 
spleen, and in 42 of the remaining 47 the enlarge- 
ment was much less. The liver was also smaller than 
before. Thus antimalarial measures were definitely 
effective in reducing the size of the spleen by con- 
trolling the recurrent febrile attacks. With the con- 
trol of malaria, the incidence of this condition was 
found to be greatly decreased. 


Pulmonary Function Tests.—H. D. Singh (J. Indian 
M. A. 31:5 [Sept] 1958) determined the normal 
values for vital capacity, timed vital capacity 
(TVC), maximum breathing capacity, and maxi- 
mum expiratory pressure in 25 healthy men between 
the ages of 40 and 62 vears. These values were 
lower than those reported for men between the 
ages of 30 and 39. The vital capacity and one- 
second and two-second TVC values obtained here 
were again lower, and the maximum breathing 
capacity values were higher than the similar values 
obtained for an identical age group by western 
authors. This discrepancy between Indian and 
western subjects was observed in young adults as 
well. Since the maximum breathing capacity is a 
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more reliable index of the ventilatory capacity of 
lungs, the study showed that pulmonary function in 
Indians is not inferior to that of western subjects. 


Research Grants.—The Rockefeller Foundation gave 
seven grants to various institutions in India—more 
than to any other country. These grants include 
$58,000 to the Indian Council of Medical Research 
for postgraduate training fellowships for teachers 
in Indian medical colleges to be spread over the 
next three years. A grant of $45,000 was made to 
the Institute of Child Health Trust in Calcutta to 
support teaching and research in pediatrics by the 
purchase of equipment and supplies for the basic 
science departments and towards the further de- 
velopment of the institute’s library. The foundation 
granted $21,000 for the development of the hospital 
record system at the Medical Record Library of the 
Christian Medical College at Vellore, and $100,000 
was granted to the All-India Institute of Medical 
Sciences in New Delhi for teaching and research 
equipment. Although its plant has not vet been 
completed, the institute has been conducting under- 
graduate medical classes and a limited graduate 
program in orthopedic surgery since 1956. In the 
undergraduate program it stresses seminars and 
practical work by students as educational methods 
and emphasizes an integrated biochemical and 
physiological approach to medicine. 


Prednisone for Tuberculosis.—P. K. Chatterjee and 
co-workers (J. Indian M. A. 31:6 [Sept. 16] 1958) 
gave prednisone to three men and one woman with 
tuberculosis who did not show radiologic improve- 
ment on specific chemotherapy alone. Two patients 
were acutely ill, one of them having a rapidly pro- 
gressive tuberculosis of the cervical axillary and 
mediastinal lymph nodes with a segmental lesion in 
the lung. The others suffered from advanced pulmo- 
nary tuberculosis. Chemotherapy was given in either 
of three combinations—dihydrostreptomycin and 
PAS, dihydrostreptomycin and isoniazid, or PAS 
and isoniazid. The dose of prednisone varied from 
1 to 2.5 mg. daily, given for a period of two and 
one-half to four months. The ages of the patients 
varied between 19 and 31 vears. Three of the pa- 
tients showed a marked improvement clinically and 
radiologically in the course of therapy with pred- 
nisone, and this improvement continued even after 
the hormone was stopped. The fourth patient had 
chronic nodular lesions and had relapsed three 
vears after an apparently successful treatment with 
antituberculosis agents for one year. He did not 
respond to the combined therapy with prednisone 
and antituberculosis agents. None of the patients 
showed any side-effects with the small dosage used. 
The authors suggested that the anti-inflammatory 
action of corticosteroids may be of use in the treat- 
ment of actively ill tuberculous patients as they 
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would control the toxicity and the rapid progress of 
the disease, if they are given in small doses and 
along with chemotherapeutic agents. 


Filariasis of Scrotum.—U.S. Arora and co-workers 
(Bull. Calcutta School Trop. Med. 6:1 [Jan.] 1958) 
made lymphangiograms of 18 patients with chronic 
filarial lymphedema of the scrotum, their ages vary- 
ing between 18 and 58 years and the duration of the 
disease varying from 6 months to 10 years. The 
edema was soft and piting in 13 and hard and non- 
pitting in 5. A 70% iodopyracet solution was injected 
into the lymphatics after they were made prominent 
by injection of patent blue-V subcutaneously and 
distal to the site of exploration. Roentgenograms 
were taken immediately and two, five, and eight 
minutes after injection of the dye. The lymphatics 
were well visualized in the 13 patients with soft 
edema. They were dilated and larger than normal, 
the dilatation being most marked in the early cases. 
Those with advanced disease showed saccular dila- 
tation with sudden narrowing centrally, but in the 
five late cases of indurated edema, the lymphatics 
were poorly visualized. In the early cases, tortuosity 
and intercommunication of the vessels were also 
evident. The lymphatics showed absence of valves 
and retrograde flow of the fluid. The site of ob- 
struction was on one or both sides and at or near 
the inguinal lymph nodes. Thus, as the condition 
progressed, an initial dilatation of the lymphatics 
occasioned by proximal obstruction was followed by 
sclerosis of the vessels leading to patchy filling ap- 
pearance radiologically as was seen in the five 
patients with hard edema. The nonfunctioning of 
lympatics due to dilatation and later sclerosis lead 
to accumulation of tissue fluid rich in protein which 
caused hypertrophy of fibrous tissue and increase 
in size of the part involved. 


Epidemic Encephalitis.—Sidhu and Taneja (Indian 
J. Child Health 7:9 [Sept.] 1958) stated that an 
epidemic of encephalitis broke out in Northern 
India in the summer of 1954, declining gradually 
by the end of September. Of those affected 80% 
were under the age of 5 years. Mortality was high, 
50% of the deaths occurring within 48 hours of the 
onset. Routine laboratory investigations showed no 
specific abnormality, while the spinal fluid showed 
an increase in proteins and cells in some of the 
patients but no organisms. Postmortem examination 
showed evidence of early viral involvement, but 
virological studies on the paired serums, stool speci- 
mens, and autopsy material did not provide any 
clue. Evidence of antibodies against B3 Coxackie 
virus was found in six serum specimens while 
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ECHO viruses were found in a few stools. By 
March of the next year 30% of the patients dis- 
charged from the hospital after the illness showed 
some type of neurological residuals. The authors 
observed such residuals in 109 survivors from a total 
of 231 patients who had encephalitis. Of the sur- 
vivors, 73 had been discharged as cured and 36 had 
residuals at the time of discharge. The highest in- 
cidence of residuals was in the age group 0 to 2 
years, the incidence diminishing with age. 

Of the 36 patients 4 died during the follow-up 
period. Three of these had severe progressive 
paralysis agitans, and one had hemiplegia with re- 
currence of convulsions. Of the patients discharged 
with residuals, 15 were fully recovered within two 
months and 14 had partially recovered. The types 
of neurological residuals observed included paraly- 
sis agitans, upper motor neorone paralysis, facial 
palsy, mental defects, emotional disturbances, cer- 
ebellar dysfunction, choreoathetoid movements, 
generalized tonic spasms and rigidity, blindness, 
irritability, crying attacks, petit mal, aphasia, and 
neuritic pain. Upper motor neurone paralysis was 
seen in 13 and paralysis agitans in 12. Complete 
mental deterioration was present in four and irrita- 
bility and emotional disturbances in nine. Patients 
with mental defects showed associated residuals 
such as paralysis agitans, blindness, and upper mo- 
tor neurone paralysis. At the end of the follow-up 
period, 14 of the 29 patients still had some neuro- 
logical defects. None of the extrapyramidal type of 
residuals persisted, these patients either dying or 
recovering fully. In 7 of the 13 with upper motor 
neurone involvement, paralysis persisted, but the 
commonest residual noted was mental retardation, 
present in 12. Irritability, present in nine at the time 
of discharge, disappeared in all, but emotional dis- 
turbances were still present in two. Of the patients 
discharged originally as cured, six had some post- 
encephalitic sequelas. Lumbar pneumoencephalog- 
raphy done in patients with residuals showed posi- 
tive evidence of cortical atrophy in 11. 


UNITED KINGDOM 


Physical Activity, Fat Intake, and Blood Coagula- 
tion.—McDonald and Fullerton (Lancet 2:600, 
1958) showed that the coagulability of blood, 
measured by the recalcified plasma clotting time 
(R. C. P.), increases after the ingestion of animal 
fat in the form of bacon, butter, and eggs and also 
after the ingestion of such vegetable fat as marga- 
rine. The increasing mortality from coronary artery 
disease has followed changes in vegetable fat in- 
take more closely than the alteration in animal fat 
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consumption. The authors also considered that the 
increased mortality from coronary disease runs 
parallel with the general decline in physical exer- 
cise, which has taken place owing to the increase 
in mechanization of industrv transportation. 
Consideration of these facts led them to examine 
the effect of physical activity on the increase in 
blood coagulability which follows the ingestion of 
a fatty meal. 

After their R. C. P. time had been estimated, 16 
healthy men were given a meal containing 85 Gin. 
of animal fat and the estimation repeated after 
three and one-half hours, during which they were 
comparatively inactive. On another day the same 
tvpe of meal was taken, but the subjects walked 
for six miles before the R. C. P. was estimated. 
During the inactive period the mean difference 
between the fasting R. C. P. and that found three 
and one-half hours after the meal was 23.8 seconds. 
After the six-mile walk the corresponding figure 
was 7.3 seconds. In another test the authors found 
that animal and vegetable fats in equal amounts 
produced about the same increase in blood coagula- 
bilitv. The hypothesis that the incidence of coronary 
disease is related to a low level of physical activity 
accords with these findings. If shortening of the 
R. C. P. can be regarded as indicating a greater 
tendency to fibrin formation in vivo, and if intra- 
vascular fibrin formation is the important factor 
leading to atheroma, it follows that any factor 
which operates over long periods, and which can 
be shown to shorten the R. C. P., is likely to be 
causally related to the development of atheroma. 
Two such factors are a high fat intake and a low 


level of physical activity. 


Minamata Disease.—An unusual neurological dis- 
order caused by eating contaminated fish, known 
as minamata disease, was described by McAlpine 
and Araki (Lancet 2:629, 1958). The disease takes 
its name from a small industrial town near the 
southwest coast of Kvushu, Japan. The effluent 
from a large artificial fertilizer factory empties into 
Minamata Bay. A mysterious nervous illness re- 
cently began to affect villagers near the bay, as- 
suming epidemic proportions within two years, and 
causing death in more than a third of the victims 
and serious disability in most of the survivors. 
Concurrently, a fatal illness affected domestic ani- 
mals, scavenging crows, and fish in a nearby bay. 
It was established that eating fish was associated 
with the occurrence of the disease and that fish 
responsible for the outbreak were caught in Mina- 
mata Bay. Chemical analysis of silt from the bay 
suggested that the water was polluted by effluent 


FOREIGN LETTERS 


1683 


from the fertilizer factory. No fresh case has been 
reported since fishing in the bay was banned. The 
onset of numbness in the limbs and around the 
mouth of those affected suggested peripheral nerve 
involvement. In a few patients the numbness be- 
came generalized and was accompanied by sensory 
ataxia. Cerebellar symptoms were conspicuous at 
the onset, and pyramidal signs were sometimes ob- 
served. Not infrequently there was deafness and 
disturbance of vision, with constriction of the visual 
fields. In the more seriously ill patients there were 
mental confusion, stupor, coma, convulsions, in- 
voluntary movements, and insomnia. In some the 
presence of intellectual deterioration, mutism, epi- 
lepsy of late onset, limb spasticity, and incontinence 
suggested a form of progressive neuronal degenera- 
tion. Some of the neurological features of Minamata 
disease have been observed in toxic states due to 
certain metals, particularly thallium. It is conceiva- 
ble that this is in the factory effluent, which is still 


being examined. 


Acute Respiratory Disease in the Royal Air Force.— 
Acute respiratory disease in military personnel is 
a serious problem, since not only is time lost in 
training, but a substantial number are invalided 
with serious lung damage. Respiratory infections 
are serious in air crew because of the effect on the 
middle ear at high altitudes. McDonald and co- 
workers showed that in the Royal Air Force the 
incidence of acute respiratory infection is highest 
in the recruit units (Brit. M. J. 2:721, 1958). The 
major cause of invaliding in the R. A. F. for respira- 
tory disease is illness contracted at recruit camps. 
Time spent at these stations represents at most 
8.3% of the total service, whereas about 67% of all 
illness leading to this type of medical discharge is 
acquired during this period. The adenoviruses and 
influenza account for at least 50% of the illnesses 
during the severe and protracted winter epidemics 
in recruit stations. In nonrecruit units, as in the 
adult civilian population, the adenoviruses do not 
appear to be a frequent cause of illness. Although 
many outbreaks are due to influenza virus, the 
cause of a relatively high proportion of acute re- 
spiratory disease requiring hospitalization is un- 
known. Influenza A virus accounted for about 12% 
of the patients admited. Adenovirus infection prob- 
ably spreads rapidly under the conditions in a re- 
cruit camp, with its quick turnover of young men 
drawn from all parts of the country. More than 50% 
of those invalided from the R. A. F. with a re- 
spiratory disease, other than tuberculosis or cancer, 
were discharged as a result of an acute respiratory 
disease contracted in their recruit training period. 


J.A.M.A., Nov. 22, 1958 


CORRESPONDENCE 


AID FOR PHYSICIANS 


To the Editor:—In the year 1849 the South Caro- 
lina Legislature passed an act creating “The Society 
for the Relief of the Families of Deceased, Disabled 
and Indigent members of the Medical Profession of 
South Carolina.” The purpose of this society as 
stated in the act of incorporation is as follows: 

“And be it further enacted by the authority afore- 
said, that the principal end of the said corporation 
shall be, to succor and maintain, and relieve the 
families of deceased and disabled indigent mem- 
bers of the Medical Profession of the State of South 
Carolina, members thereof, in such manner, and 
according to such rules and regulations as they may 
see fit to establish.” 

For 109 years, except for the years of the war be- 
tween the states, this small group of physicians 
have contributed from their meager funds a 
“bounty” to wives and children of less fortunate 
colleagues. I would appreciate information con- 
cerning other such organizations that may be in ex- 
istence in this country. It is believed that the South 
Carolina society is the oldest in America. It would 
be interesting to know if this is true. It has been 
learned that there are so-called benevolent organi- 
zations of this character in New York, New Jersey, 
Massachusetts, and California. I would be grateful 
if I could be furnished a list of such society's with 
the addresses of all of the officers. It would be in- 
teresting to compare policies and experiences. 


W. Atmar SmitH, M.D. 
151 Wentworth St., 
Charleston 6, S. C. 


ANTIPYRETIC EFFECTIVENESS OF 
ASPIRIN AND SALICYLAMIDE 


To the Editor:—A paper comparing the antipyretic 
effectiveness of aspirin and salicylamide was pub- 
lished in THe Journat (167:1821-1826 [Aug. 9] 
1958). The authors throughout the article appear 
to concede the superiority of aspirin as an antipy- 
retic in pediatrics, but their conclusions would 
seem to favor a new proprietary preparation. It 
seems advisable to call attention to several faults in 
the article. 

In the selection of patients for this study, 19% 
of the patients were under 6 months old, 46% were 
from 6 to 12 months, 27% were from 1 to 2 years, 
and only 8% were from 2 to 3 years of age. In view 
of the recognized instability of the temperature- 
regulating mechanism in infants under 2 years of 


age, the findings as a whole lose validity. A proper 
and more informative choice would have been a 
higher age group in young children where the fever 
vagaries encountered in infants could be avoided. 

In a similar connection, there was an unfortunate 
selection of a base-line temperature of 100.2-101.0 
F (37.9-38.3 C) rectally, which in such young in- 
fants is inconsequential and in many instances is 
quickly remedied without medication. Had there 
been chosen, as a base, a minimum temperature 
of 102 F (38.9 C), as was done by Colgan and 
Mintz (J. Pediatrics 50:552-555 [May] 1957), the 
tests would have possessed much more significance 
and the authors’ own findings would have demon- 
strated the superiority of aspirin as an antipyretic 
to even a greater extent. Moreover, a clear and pre- 
cise definition of what the authors actually viewed 
as antipyresis would make the data more valuable. 

It also seems advisable to comment on the dosage 
of the drugs administered to the test patients. The 
investigators used 2 grains per vear of age of sali- 
cylamide and 1 grain of aspirin, only one-half this 
dosage, in spite of the fact that the generally ac- 
cepted dosage for both these agents is equivalent 
(Sollmann, A Manual of Pharmacology, ed. 8, Phil- 
adelphia, W. B. Saunders Company, p. 742-743). 
Yet, the report reads in part, “The data seemed to 
indicate that aspirin could produce greater drops 
in temperature and control pyrexia of a higher de- 
gree than could salicylamide. . . .” In the summary 
all reference to the self-evident superiority of as- 
pirin is omitted. 

The authors have also expressed some opinions 
on the relative toxicity of salicvlamide and aspirin, 
based on published literature. For example, they 
quote references to the effect that the LD; of sali- 
cylamide is double that of aspirin, implying that it 
is twice as safe. One of these references reports no 
original determination of the LD, of salicvlamide 
at all but merely refers to several other papers. The 
results in these papers, as well as of more recent 
references, do not confirm the contention that the 
acute toxicity of salicylamide will be half that of 
aspirin in humans. What they do show is that it is 
unjustified to assume that there is any essential 
difference between the two drugs. The wisest posi- 
tion in this regard is that taken by New and Non- 
official Drugs, 1958, p. 306, which states that “the 
toxicity of salicylamide compares closely with other 
salicylates... .” 

A more questionable viewpoint is expressed when 
the authors imply that the LD;» of salicylamide in 
mice, without consideration of species variation, or 
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the slope of the dosage mortality curve, can be 
readily projected to children to prove the extent of 
its safety. Such crude estimates, based on rodent 
data only, are frequently unjustified and may lead 
to serious errors in the evaluation of toxicity. 

Convenience of administration and patient accept- 
ability are evidently the principal reasons why 
these investigators lean toward the salicylamide 
preparation. But it is obvious from their paper (and 
the dosages administered, 32, 64, 128, and 192 mg. ) 
that they used a dosage form of aspirin other than 
children’s aspirin, which is palatable and certainly 
acceptable to infants and young children as demon- 
strated by its widespread use. Since it is in 1.25- 
grain tablets, it is convenient for accurate adminis- 
tration. Nor does it have any of the grittiness com- 
plained of in the paper in question. 


A. Bass, Ph.D. 
Plough, Inc. 
Memphis 1, Tenn. 


EVALUATION OF DRUGS 


To the Editor:—The article, “Factors Influencing 
Clinical Evaluation of Drugs,” by Modell and 
Houde, in THe JourNAL (167:2190-2199 [Aug. 30] 
1958) was most interesting and important. How- 
ever, a most significant factor in the appraisal of 
drugs should be mentioned in this connection, and 
that is timing. By timing, I am referring to the 
time of the year or season in which the test or 
study is being made, as it pertains to certain drugs. 
Specifically, let me refer to the hay fever remedies 
for which glowing reports are made each year in 
advance of the peak times of pollination. During 
seasons of comparatively low pollen counts, pre- 
vious to these peaks, yet regarded as the hay fever 
seasons, the antihistamines, ephedrine, and even 
the steroids are extolled in the most glowing terms. 
But, when the heights of the pollen seasons arrive, 
symptoms of hay fever and asthma occur in nu- 
merous patients and in many with a severity as 
great as if these drugs had not been used. The 
point is that the results claimed for the drugs were 
based on wrong timing. The studies should have 
included the peak of the pollen seasons. 

In 1938 Bloom (J. A. M. A. 111:2281-2283 [Dec. 
17] 1938) reported excellent results in hay fever 
with potassium chloride; this remedy was rapidly 
taken up throughout the world and was even re- 
garded by some as a “cure.” However, when | 
clinically tested a large group, at the crucial time, 
potassium chloride proved a failure and has since 
practically disappeared in hay fever therapy. An- 
other example was ascorbic acid. Most drug stores 
had posters prominently displaying the virtues of 
vitamin C for allergy. A similar study disproved 
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(Engelsher, J. A. M. A. 126:318 [Sept. 30] 1944). 
Timing, therefore, is a most important point in ap- 
praising drugs, especially those used for hay fever. 


Davin L. ENGELSHER, M.D. 
178 Mount Eden Ave. 
New York 57. 


ISONIAZID TOXICITY 


To the Editor:—1 wish to comment on Dr. Ross’ 
article entitled “Use of Pyridoxine Hydrochloride to 
Prevent Isoniazid Toxicity” (]. A. M. A. 168:273-275 
[Sept. 20] 1958). Contrary to what Dr. Ross con- 
cludes, I believe it is fair to assume that the issue 
of whether or not pyridoxine, which is at least in 
part transformed into pyridoxal in vivo, interferes 
with the antimicrobial action of isoniazid is settled. 
It does interfere. Not only has this phenomenon 
been observed in vivo in mice by McCune et al, but 
also we have observed a small but difinite antag- 
onistic effect some time ago in performing micro- 
biological assay studies for isoniazid in serum from 
patients given pyridoxine with isoniazid. 

However, what Dr. Ross failed to emphasize—and 
I think it is most important—is the quantitative side 
of this phenomenon. Simple arithmetic calculations 
from the data presented by McCune will reveal that 
it took enormous doses of pyridoxine to antagonize 
isoniazid’s chemotherapeutic activity, on a weight 
for weight basis; indeed, the proportion of pyri- 
doxine to isoniazid used in McCune’s studies is more 
than 100-fold greater than the proportion which has 
been shown to be clinically effective in preventing 
peripheral neuritis. It is so much greater that Dr. 
Ross’ statement that “it appears wise to use isoniazid 
without pyridoxine in the routine treatment of 
tuberculous patients in clinical practice,” seems 
unjustified. 

Finally, in view of the many reports and publica- 
tions concerning the wide variation in rates of met- 
abolic inactivation of isoniazid among different pa- 
tients, it seems surprising not to see reference in the 
article to the point of view which we expressed 
some time ago (Carlson, H. B., and others, New 
England J. Med. 255:118-122 [July 19] 1956), name- 
lv, that those patients (some are certainly en- 
countered in the routine treatment of tuberculosis 
in clinical practice) who metabolize isoniazid so 
rapidly that standard dosages of this drug may not 
be therapeutically adequate, should receive pyri- 
doxine when the indicated dosage of isoniazid is 
higher than 5 mg. per kilogram of body weight per 
day. G. Mipp.esrook, M.D. 

National Jewish Hospital 
Denver, Colo. 


MISCELLANY 


MISSILES OR PENSIONS 
Louis M. Orr, M.D., Orlando, Fla. 


If you have ever watched a film of a rocket ascen- 
sion, you will notice that the rocket starts out slowly 
and somewhat unsteadily, building up speed as it 
rises. It is during this first, slow acceleration that the 
flight can be cancelled by adverse winds and the 
rocket grounded 

There is a parallel with our nation’s present ven- 
ture into deficit financing. Each year our budget is 
a little higher, a little broader. Each vear the federal 
government gets a little deeper into more programs 
which should be locally organized and administered. 
For part of each year the United States government, 
the government of the richest nation on earth, lives 
from hand to mouth, with only enough money in 
its treasury to pay next month’s expenses. 

Almost every year, Congress debates raising the 
statutory debt limit. 

But this is only the beginning of the rocket'’s 
flight. Each new federal program starts out small— 
but each program not only grows itself but also 
gives birth to further programs. 

Soon we will pass the point at which adverse 
pressure can slow or turn the flight—and then the 
rocket will really take off! 

Our country has gotten so big that we tend to 
forget that we’re supposed to be running it. Most 
of the time what goes on in Washington seems so 
far away from us that we either lose track or treat 
the Washington news like it doesn’t concern us. 

I expect my patients to take an interest in their 
treatment—after all, it’s their health that will pri- 
marily be affected. And I feel very strongly that 
every taxpayer should take a personal interest in 
the actions of his government. After all, it’s our 
incomes they're operating on. 

I’m sure most of you have, at one time or another, 
run into the notion that doctors should stick to 
medicine—and leave running the country to the 
self-styled “experts.” Well, strictly within my own 
field of competence, I know that it is unhealthy for 
a man to keep living beyond his physical means. 
No man can go on, year after year, getting less 
sleep than he needs, less food than he needs, with- 
out serious deficiencies. Psychologically, too, as a 
doctor, I know that it is unhealthy for a man to 
live in a state of constant debt, spending more than 
he is making. If he worries about his debts con- 
stantly, the strain is bound to affect him. And if 
he doesn’t worry about his debts, that’s even worse. 


Vice-Speaker, A. M. A. House of Delegates. 
Read before the 15th Annual Meeting of the Delegates and Assembly 


of the Association of American Physicians and Surgeons, April 10, 11, 
12, 1958, San Francisco. 
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Our government is living beyond its economic 
means; it has already accumulated a good deal of 
excess fat in the form of programs which either 
should not be government responsibilities at all or 
should be handled at the local level. Even if my 
voice is not heard as a taxpayer, as a physician I 
say this is an unhealthy state for our nation to be in. 

I am not going to try to cover all the economies 
possible in our federal government. Instead I am 
going to talk about the savings possible in just one 
agency of the government—the Veterans’ Adminis- 
tration. And how much could be saved by merely 
taking the VA out of programs which are really not 
its proper field? In the next 40 years we could save 
over 80 billion dollars. 

As you are well aware, medicine is intimately 
involved in welfare programs. You might say that 
we have a vested interest. This welfare may be as 
simple as the giving of a relief check to a man 
because he’s too sick to work or it may include full 
hospital and medical assistance. Federal agencies 
acknowledge medical care as an integral part of 
welfare—so much so that medical care programs 
for the indigent now receive special support and 
encouragement. So the medical profession has an 
interest, a very special interest, in federal welfare 
spending—a professional interest, in addition to our 
interest, as taxpayers, in how our money is spent. 

The medical profession views with a particularly 
jaundiced eye the constantly increasing federal in- 
tervention into the private lives of our citizens. We 
must be free to practice our art and science to 
the limit of our own ability—not to a set of rules 
and regulations compiled in Washington. This is 
why the medical profession keeps a constant and 
watchful eye on federal spending in the health and 
medical care fields. 

I happen to be chairman of the American Medi- 
cal Association's Committee on Federal Medical 
Services, a committee of the Council on Medical 
Service. This committee is only one of several 
A. M. A. departments which keep track of new de- 
velopments in federal medicine. 

In recent years, we have found the Veterans’ 
Administration welfare and medical program to be 
one of our greatest causes for anxiety. For the past 
five years, the American Medical Association, the 
state associations, and the individual physicians 
have been saying, “It is time to call a halt, time 
to consider where we are heading—and whether we 
really want to go there.” 

This is one of the programs on which we must 
set a brake—now, while it may still be possible— 
before it takes off into outer space. 

Why are we so concerned with this one agency? 
Surely, we physicians would not deny that our na- 
tion’s veterans have a right to our help? We are 
concerned for a number of very serious reasons: 
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First, the VA’s programs provide federal aid di- 
rectly to individual citizens. Most federal aid pro- 
grams work through the states, such as Public As- 
sistance or Hill-Burton—they are grants-in-aid, 
funds to help the state carry out a program. But 
the state has no voice in the VA's operations, nor 
has the county or the community. 

This program short-circuits the whole American 
system of local control and local responsibility for 
the individual’s needs. It is a prime example of 
direct central government, which the people can 
control only through Congress and the President. 

In the absence of local control, confusion results. 
A good example is in the administration of the Hill- 
Burton program, through which the federal govern- 
ment makes grants to the states to help in the 
construction of local hospitals. 

When submitting plans for proposed hospitals a 
state is required to estimate the number of citizens, 
including veterans, that the new hospital will serve. 
On the other hand, when counting the number of 
existing beds in the state, they are not allowed to 
include those beds in VA hospitals. 

So, the veterans get counted twice—once to de- 
termine where VA beds are most needed and once 
to determine where Hill-Burton beds are most 
needed. 

We believe that such confusion and duplication 
could be eliminated if government programs were 
under local control where we can see what's going 
on. 

Second, the VA is turning many of our veterans 
into government wards. It saps their initiative by 
giving them the soft cushion of federal money to 
fall back on, and decreases the community's feeling 
of responsibility for its own members. 

The medical profession is not accusing all vet- 
erans, or even large numbers of them, of dishonesty 
or malingering. 

It is true, however, that there are men, who if 
offered free medical care or a lifetime pension, will 
not make any great effort to refuse it—even though 
they have suffered no injury from their military 
service to earn it. 

Third, as physicians we are concerned because 
this program has brought into existence one of the 
largest chains of government-owned hospitals in the 
world. Anyone who has the interest of his com- 
munity’s hospitals at heart should be concerned. 
America, of all nations, knows the competitive ad- 
vantage chain purchasing can give—and many a 
local hospital has felt the press of VA competition 
for medical and nursing personnel—and even for 
patients. 

Fourth, and this should concern all taxpayers, the 
VA has now one of our government's largest spend- 
ing programs, outside of defense costs—and it is 
still going up. If we do not change the program 
now, its cost will reach almost 5 billion dollars a 
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year by 1960. By 1985, under present laws, it will 
be costing us 6 billion dollars a year—and that will 
keep on until the end of the century, at least. 

By the year 2000 we could well have half our 
population paying billions of dollars in welfare 
benefits to the other half. We could have a federal 
hospital system two or three times as big as our 
present one, draining off medical personnel from 
the rest of the population. 

The American taxpaver is long-suffering—but 
how long could the nonveteran population stand 
this pressure. 

The enormity of our future obligations can best 
be seen by looking at the past. In the period im- 
mediately following World War I we had 4 million 
new veterans in the nation. 

There were about 26,000 government hospital 
beds available for treating veterans with service- 
connected disabilities—and 9,500 of those beds were 
empty. What resulted? 

First, the hospital beds were opened to any vet- 
eran—with or without service-connected disabilities. 
This benefit was cut during the Depression, but 
reinstated almost immediately—leaving the present 
situation, where a veteran who suffered no harm 
from his military service can get free hospital care 
when a bed is available—just by stating that he 
cannot pay for care. 

Next, pensions were authorized for World War I 
veterans with non-service-connected disabilities 
rendering them unemployable, and for their sur- 
vivors. 

Under present laws, these pensions will eventu- 
ally cost the nation over 30 billion dollars for World 
War I veterans. This is more than half the cost of 
all benefits granted these veterans—and more than 
the 26 billion dollars the war itself cost us. 

Today, instead of some 5 million veterans—from 
World War I and earlier wars—we have over 22 
million. Instead of 26,000 hospital beds, we have 
129,000 beds—and less than 42,000 patients being 
treated for service-connected disabilities. 

How much will our two “new wars”’—World War 
IL and Korea—cost us in veterans’ benefits? 

Under present laws, it is estimated that World 
War II will cost almost 110 billion dollars for pen- 
sions and over 123 billion dollars for other benefits; 
Korea will cost us 53 billion dollars in pensions and 
26 billion in other benefits. 

That is a total of almost 312 billion dollars for 
these two wars—371 billion for the veterans of 
World War I, World War II, and Korea. This is a 
debt of over $2,100 for every man, woman, and 
child in the United States today. 

And almost 300 billion dollars of that cost is still 
ahead of us! These are huge figures we are dealing 
with. Too often their immensity is not real to the 
average citizen. 
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True, from Washington we hear talks of budgets 
and appropriations which soar into millions and 
billions of dollars. But, in our normal every day 
living our economic world is one of dollars, half 
dollars, quarters, nickles and yes, even pennies. The 
astronomical cost of veterans’ benefits are almost 
as hard to grasp. 

Maybe it would be easier to “get the feel” of 
these costs in terms of individual veterans—almost 
$13,000 for each of the 5 million who served during 
World War I, plus $14,000 for each of the 16 and 
a quarter million who served during World War II 
—and almost $15,000 for each of the five and a third 
million who served in the Korean conflict. 

Or almost $14,000 in federal money to each of 
26 and a half million men—one out of every six 
persons in the United States. 

Do you remember the old poem about the blind 
men and the elephant? It used to be in almost every 
school reader—how one man felt the trunk and 
said “It’s like a snake” and another felt a leg and 
said “It’s like a tree” and another felt a_ side 
and said “It’s like a wall.” 

Sometimes, approaching something as vast as 
the Veterans’ Administration, I feel a little like 
one of those blind men. This is almost too big to 
see all at once. You have to take a view from one 
side—and then from another—and then from an- 
other—and only when you put them all together 
do you begin to get an idea of the whole picture. 

VA costs, for instance—maybe their size will 
come clearer if I take just one more aspect—How 
big a bite do they take out of the budget each year? 

In 1920, veterans’ benefits were small change—by 
modern standards—less than 500 million dollars a 
year—rising gradually to 744 million in 1944. 

But in 1945, as the first wave of World War II 
veterans hit, costs jumped to 2 billion dollars,—in 
1946, to almost 4% billion, and in 1947 to 7% billion. 

They stayed over 5 billion dollars until 1951, then 
dropped to a little over 4 billion in 1954. 

But now the cost is on the rise again. Let me 
repeat—by 1960, the VA will be spending almost 
5 billion dollars a year—and the cost will continue 
to rise to 6 billion dollars a year by 1985—and will 
stay close to that figure until the end of the twen- 
tieth century. 

These astronomical figures are all based on the 
continuance of presently existing laws. 


Should a general service pension be enacted for 
veterans of these three wars—as was enacted for 
veterans of earlier wars—veterans’ benefits could 
cost us over 760 billion dollars—more than double 
the cost we now face. 
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In the face of this already frightening financial 
burden promised by our laws, it seems almost cruel 
to project additional increases—but, as a doctor, I 
must point out that these figures do not allow for 
any significant increase in the Veterans’ Administra- 
tion’s hospital system. 

Yet, unless we act now, the medical care program 
seems very likely to increase—and for the same 
reasons that the pension program will increase. 

We have two great classes of veterans’ benefits— 
the service-connected and the non-service-connect- 
ed. The service-connected benefits are those in- 
tended to aid the veteran who was actually injured 
in some way—mentally, physically, socially—by his 
military service. | am including here those read- 
justment benefits like unemployment compensation 
and educational benefits which are intended to help 
the veteran in his initial readjustment to civilian 
life. 

The non-service-connected benefits are those 
granted to the veteran who suffered no harm from 
his military service. It provides him with assistance 
in difficulties which are a common civilian hazard 
—like illnesses and disabilities resulting from every- 
day life—and which have nothing to do with his 
military service. 

It is obvious that the greatest demand for service- 
connected benefits will come in the period imme- 
diately following a war. The bulk of compensation 
payments for service-connected disabilities will 
begin then, and gradually drop off as the veterans 
and their survivors die. The bulk of service-con- 
nected hospital care will at least begin during these 
years, even for the long-term cases. 

But when does the demand for non-service-con- 
nected benefits show up? 

As the veteran grows older—and more infirm; as 
he becomes less able to pay his own way; as the 
diseases of age catch up with him. 

That is why the VA’s costs are beginning to rise. 
Today pensions cost nearly half as much as com- 
pensation; by 1965 they will exceed compensation— 
and by 1985 pensions will cost over three and a 
half billion dollars—more than all other VA costs 
put together—and the case-load will include three 
and a half million veterans and veterans’ survivors. 

This change can have its effect on VA hospitals, 
too. 

Today, almost two-thirds of the VA's patients 
are being treated for non-service-connected dis- 
abilities. Every applicant on the VA’s waiting list 
wants treatment for a non-service-connected con- 
dition. 
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In January, 1956, there were 20,000 applicants 
waiting—in January, 1957, 22,000—and in January, 
1958, 24,000. And not one a_ service-connected 
disability. 

Can you see the pressure mounting for more VA 
hospital beds as this waiting list mounts? As our 
World War II veterans become older and begin 
to suffer the ravages of time—which affect non- 
veterans as well—can you see Congress being be- 
sieged with demands for “more VA beds for my 
State”"—or your state—or yours? 

Every last man of our 22 million veterans is eli- 
gible for VA hospital care, if he needs it, as soon 
as he signs the statement that he is unable to pay. 
The only limiting factor left is the number of beds 
empty. 

How many veterans are going to find it easier 
and easier to sign that statement as they get older— 
and more frequently sick? 

We have already built 80,000 hospital beds whose 
obvious purpose is to provide more “available beds” 
for the non-service-connected ill. We have no legal 
ceiling on the size of the VA hospital system. 

How long, with this mounting pressure from the 
states, will the VA stay its present size? 

How can we save this country from the mounting 
costs of veterans’ benefits? Very simple: 

First—apply realistic standards to the compensa- 
tion program; 

Second—even if we do not eliminate pensions, at 
least make them supplementary to instead of dupli- 
cating the income maintenance programs for the 
whole nation; 

Third—return the VA hospital system to the job 
it was set up to do—the care of service-connected 
disabilities. 

| have no quarrel with the idea behind the com- 
pensation program—the veteran who is disabled as 
a result of his military service is entitled to com- 
pensation for that disability. However, the dis- 
ability rating and award program, as it stands, is 
unrealistic and full of inequities. 

For example, there are men drawing 10% and 
20% disability checks monthly for life who are 
disabled only nominally—actually, they are holding 
down full-time jobs. If these cases were settled on 
a lump-sum basis, the annual compensation load 
would be decreased over 300 million dollars per 
year. 

There are veterans whose compensation is based 
on a legislative presumption of service-connection— 
rather than evidence. There are veterans receiving 
statutory awards for a particular type of disability, 
which results in their receiving more compensation 
than a man who is rated as more severely disabled. 
There are members of veterans’ families receiving 
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survivor benefits who were not actually dependent 
on him—and survivor benefits are provided through 
eight different federal programs. 

Fifty-seven per cent of the compensation cases 
are in the 10 and 20% disability category. Adoption 
of lump sum payments, revision of the rating sched- 
ule to reflect actual service-connected disability 
and coordination of the overlapping and duplica- 
tive survivor benefit programs—plus the obvious 
savings in administrative overhead—could save 
some 9 billion dollars in the next forty years. 

The greatest savings can be made, however, 
through revising the pension program—and it should 
be emphasized again that pensions are payments 
for non-service-connected disabilities. They have 
nothing to do with military service—except that 
veterans can get them and nonveterans cant. 

Further, these vast costs will be doubled—to 
over 700 billion dollars—if general service pensions 
should be enacted. 

How do we avoid this huge cost? Simply by 
making the pension system, as the Bradley Com- 
mission suggested, “a reserve line of economic de- 
fense” for the needy veteran or his survivors—until 
their needs are met through OASDI or other avail- 
able sources of regular income. 

You see, the situation has changed vastly since 
the Twenties, and not only in the size of the vet- 
eran population. Then, a needy veteran had few 
resources except special pensions. Today, the Old 
Age, Survivors, and Disability Insurance (OASDI) 
program covers more than 80 per cent of the men 
over 20—and veterans receive social security wage 
credit for time spent in uniform. In 20 vears, almost 
all veterans will be covered. 

In addition, there are now other federal retire- 
ment programs, industrial retirement plans, insur- 
ance programs covering medical care, disability and 
retirement. Pensions are no longer the only source 
of funds for the needy veteran. 

In fact, a 1955 survey showed that almost half 
the over-65 VA pensioners were also receiving 
OASDI benefits. The veterans without dependents 
averaged $550 a vear from OASDI; those with 
dependents averaged $659. 

By coordinating VA and OASDI payments, and 
setting the total payment to a veteran at a level 
consistent with need standards set by local gov- 
ernments—we can reduce pension costs by over 
70 million dollars annually for those over 65. 

When we take into consideration the fact that 
OASDI benefits are now available from the age of 
50 for the totally disabled, this coordination could 
save about 158 million dollars a year. 
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By carrying this coordination and revision of the 
payment schedule over to the survivor pension 
program—and paying these pensions only to those 
who need them—we could make an additional im- 
mediate saving of over 80 million dollars a year. 

The pension load is increasing—and will continue 
increasing to the end of the century. With the 
anticipated case-loads, adoption of these sugges- 
tions would cut pension costs 68 billion dollars 
during the next 40 years. With the savings on the 
compensation program, we could save a total of 
77 billion. 

If this reappraisal—and revision—staved off the 
calamitous specter of a general service pension, we 
would save almost 250 billion dollars. This is al- 
most as much as the present total federal debt. 

And, of course, these estimates are only—only— 
until the end of this century. 

Survivor benefits are still being paid to over five 
thousand dependents of Civil War veterans; the 
last survivor benefit for the War of 1812 was paid 
in 1946-131 years after the war ended. 

How much would be saved by cutting down on 
VA hospitalization and returning the care of non- 
service-connected disabilities to local responsibility? 

The Hoover Commission, in 1955, listed a num- 
ber of hospitals which it found to be surplus to 
the VA’s operations—even continuing non-service- 
connected care. Removing these hospitals from the 
federal expense account would save some 7% mil- 
lion dollars a year. Limiting care provided to serv- 
ice-connected cases would, according to the Com- 
mission, save another 150 million dollars per year. 

It is my personal opinion that this is probably a 
great understatement of the savings that could be 
made in this program. Just to give one indication— 
the VA itself reports that inpatient care at its hos- 
pital cost 624 million dollars in 1956—and that only 
36% of the daily load was service-connected. Grad- 
ual elimination of the two-thirds of the patient 
load which is non-service-connected would be more 
likely to result in a saving of almost 400 million 
dollars, or 16 billion in 40 years. 

However, even keeping to the Hoover Commis- 
sion estimates, we could save 6 billion dollars more 
by returning the VA hospitals to the service-con- 
nected patient. 

These three changes—in compensation, in pen- 
sions, in hospitalization—would, then, result in a 
saving of about 83 billion dollars in the next 40 
years. How much more it would save by keeping 
off our backs new pension programs, more VA 
hospital beds, more federal control of medicine, 
and more federal intervention in local responsibili- 
ties is impossible to estimate. 


J.A.M.A., Nov. 22, 1958 


I have chosen only three of the VA’s programs to 
exemplify the savings possible in this agency—but 
I would like to try to give you some indication of 
what a colossus it really is. The blind man has 
talked about the trunk and the leg of the elephant— 
but the elephant has other features as well. 

Here's just a brief run-down: The VA, in 1956, 
provided out-patient care for over two million 
veterans; provided domiciliary care for an average 
of 17,000 veterans daily; did research into tran- 
quilizers, blood diseases, cancer; distributed and 
did research in prosthetic appliances, provided voca- 
tional rehabilitation training for half a_ million 
veterans; received 600,000 applications for loan 
guarantees; acted as guardian for 348,000 bene- 
ficiaries; helped support the Philippine Veterans 
Memorial Hospital in Manila; and insured almost 
6 million veterans under NSLI and USGLI policies. 

The VA employed over 176,000, including 146,000 
in its medical programs, and spent over five and 
a half billion dollars. It had 2,300 residents—almost 
1,400 in general surgery and internal medicine. 

I know I am beginning to sound like the World 
Almanac—and I don’t expect any of you to memo- 
rize all the facts and figures which have been 
wheeling around your head for the past half hour. 

I do hope I have left you with some idea of how 
huge the Veterans’ Administration—which should 
be concerned primarily with the needs of some 
three million veterans with service-connected dis- 
abilities—has become. Medical research programs, 
residency training, free hospitalization for all vet- 
erans, pensions for unemployable veterans, insur- 
ance, guardianship, atomic research, loans—that'’s 
an awfully large number of pies to have fingers in! 

It should be obvious, I believe, that we have 
abdicated much of our local responsibility to this 
one government agency. The question is—when will 
it stop? 

Where do we go from here? I see, and I hope I 
am right—the American people rising up and taking 
over the United States government again, putting 
it back on the rails—and out of all the places it 
doesn't belong. 

As a taxpayer, I say we should stop and recon- 
sider before we are bankrupt. As a doctor, I say 
we should stop before this unhealthy condition 
turns into an incurable illness. As an American, I 
say we should stop before we spend away our 
liberties—either by the federal government buying 
them from the states—or by not leaving enough 
cash in the account to pay for defense against our 
enemies across the ocean. 

The rocket has almost reached the stratosphere. 
The time to stop it is now before the ascension 
becomes unstoppable—short of an explosion. It can 
be done—but not without your help. 
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BUSINESS PRACTICE 


This is the sixth in a series of exerpts from the 
brochure on the Business Side of Medical Practice, 
prepared by the American Medical Association in 


cooperation with the Sears-Roebuck Foundation. 


WHAT INSURANCE SHOULD A 
DOCTOR CARRY? 


Insurance is of vital importance to you, especially 
so if you are in private practice. Articles on the 
subject appear frequently in many of your profes- 
sional journals. How to protect yourself from the 
various hazards inherent in the practice of medicine 
is a matter which should receive thorough con- 
sideration. 

Insurance is a broad subject and has many rami- 
fications—far too many to try to cover them all 
here. This summary treatment is included primarily 
to call these matters to your attention and to pro- 
vide a basis upon which to plan your insurance 
program in light of your personal and professional 
circumstances. 

Property and liability insurance should be looked 
upon as protection rather than as an investment. 
It is designed primarily as a means of safeguarding 
against financial loss, and, as such, it performs a 
vital function in our economy. 

Insurance should provide for self protection, em- 
ployee protection, and the protection of the family. 
Self-protection insurance can be divided roughly 
into the following classifications: protection against 
liability; protection against loss caused by fire and 
theft; and protection against loss of or lowering of 
income due to disability caused by sickness or 
accident. 

Liability 

Generally, liability may be of two types. One 
may result from the actual practice of medicine 
( professional liability), and the other may rise by 
virtue of owning or leasing property, including 
office and ownership or operation of automobile, as 
well as liability which could result from personal 
activities which are not in any way related to the 
practice of medicine. 

Professional Liability —Among_ the significant 
hazards involving the medical profession are the 
claims and legal actions for alleged malpractice. 
Each year, according to some estimates, about 
5,000 suits are instituted and an unknown number 
of claims are settled out of court. Practically every 
one of these incidents has its detrimental effect on 
the profession as a whole, undermining public con- 
fidence in the profession and sometimes in the 
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physician himself. In the absence of such insurance 
protection, the doctor might be obligated to pay 
damages, court costs, including his attorney's fee, 
and many other expenses in the event a suit is 
decided in favor of the plaintiff. As a result, many 
a physician's career could well end in bankruptcy. 
Even though the physician is declared innocent of 
any malpractice, the costs incident to investigation 
and defense, coupled with attendant loss of earning, 
can be burdensome. 

The mounting number of claims involving lia- 
bility of all types, together with spiraling judg- 
ments, has resulted in increases in the premiums for 
this type of insurance. Insurance is based on 
averages. Premiums vary according to what the 
insurance companies have had to pay out in claims 
plus the costs of doing business. Physicians can 
contribute toward lowering premiums by a disci- 
plined program of claim prevention. 

The potentiality of a threatened claim or suit 
alleging malpractice is one of the hazards of medi- 
cai practice. In view of this, every physician is 
well advised to be ever mindful of this and take 
due precautions to avoid those situations which 
result in poor patient-physician relationships. Al- 
though by no means complete, the following sug- 
gestions are among those mentioned most frequently 
by medicolegal authorities which should minimize 
patient-physician problems and also reduce the 
possibilities of suits or claims. To a large extent, 
these may well be helpful in defending a claim or 
suit should you become so involved: 

1. Make a special effort to satisfy the patient 
during all phases of diagnosis and treatment—a 
new patient dissatisfied with an initial treatment 
tends to brood, tell others of his dissatisfaction, 
possibly including a lawyer. 

2. If the fee for treatment might appear high to 
the patient, in the absence of an explanation of 
your services, discuss it frankly before you set it. 
“Surprising” fees are sometimes the springboard for 
malpractice accusations. 

3. When in doubt about a diagnosis or alterna- 
tive method of treatment, recommend that a con- 
sultant be called in. Enter this recommendation in 
the patient's file. In the event the patient declines 
your recommendation, ask him to sign a statement 
to that effect and keep the statements in your 
records. This protects two ways—it protects the 
doctor and leaves to the patient the responsibility 
for refusing consultation. 

4. Do not guarantee a therapeutic result either 
directly or by implication. Explain the problem to 
the patient and the possible results. If his welfare 
requires a calculated risk, explain it in advance. 

5. Be sure that all instructions to the nurse are 
completely understood. The nurse is normally con- 
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sidered to be the doctor's agent, and, if an error 
occurs in executing any instruction, you may be 
held responsible. 

6. Remember that the telephone may be a booby- 
trap for both misdiagnosis and misunderstanding of 
instructions. Whenever possible, avoid giving a pa- 
tient advice by phone. 

7. Do not neglect or abandon a patient without 
serving reasonable notice. Whenever possible, 
make arrangements to have a colleague accept the 
responsibility of treating your patients when vou 
are unavailable. Many physicians notify their pa- 
tients in advance when they plan to be away for 
any length of time. 

8. Familiarize yourself with your state laws 
concerning malpractice. Laws vary from state to 
state. You should also be informed regarding the 
limitations which specify the time within which 
legal action may be instituted. 

9. Keep records which are accurate and up to 
date. If a complaint should be filed against vou, 
never alter or destroy the records. 

10. Should any incident occur which you sus- 
pect could lead to a suit or claim, you should give 
immediate notice to your insurance company. 

11. During obstetric or similar examinations of 
female patients, be sure a nurse or other woman 
employee is present. 

Professional liability insurance is available in 
each of the 48 states and territories. A number of 
constituent associations and component societies 
have so-called group professional liability insurance 
programs available to member physicians. 

The limits of liability (per claim and for all 
claims during any one policy year ) depend on many 
factors. Among them are type of practice— 
specialty or general—the economic level of the 
community, the claims consciousness of the people 
in the area and other factors. 

In this matter it is best to consult your medical 
society and colleagues in the area. Even with the 
most skilled and careful physician, suits are possible 
and the doctor shouid protect himself with insur- 
ance that will take care of the expense if it should 
happen to him as well as to safeguard his estate in 
the event of an adverse judgment. 


Public Liability 


Any owner or leaser of property may be held 
legally responsible for an accident occurring on the 
premises which is attributable to his neglest. If a 
doctor leases a suite in a public building, his re- 
sponsibility may be presumed to begin the minute 
the patient enters his office. If his office facilities 
include land and a parking area for patients, his 
responsibility may extend there also. 


J.A.M.A., Nov. 22, 1958 


The incidence of such accidents is relatively low, 
and the physician may question the advisability of 
covering the possibility with insurance. The pre- 
mium cost is modest, accidents do occur, especially 
where the public is concerned, and such coverage 
can save considerable financial embarrassment. 
Automobile Liability.—Automobile liability is per- 
haps among the most commonly understood of all 
forms of liability protection, and it is not necessary 
to cover the subject here in detail, other than to 
recommend that the physician should carry ade- 
quate limits of coverage. It probably is better to 
carry too much liability rather than too little. 
Also, the doctor should be aware that, if an em- 
plovees uses his or her car in performing a service 
for the doctor and has an accident while doing so, 
the doctor may be sued as well as the emplovee. It 
is a simple matter to have the emplovee include the 
doctor as a coinsured in his or her policy. You 
should also consider coverage that will protect you 
while driving an automobile not owned by vou such 
as one you may rent temporarily or one which may 
be lent to vou. In addition to automobile liability, 
you will undoubtedly be interested in and wish to 
carry other elements of automobile insurance. 


Fire, Burglary, Home, Theft, and 
Comprehensive Insurance 


Whether fire insurance is secured for the office, 
the home, or both, it should include not only the 
building but the value of the furniture and equip- 
ment as well. The valuation is not normally based 
on the replacement cost but on the depreciated or 
actual sales value at the time. For this reason, an 
inventory of equipment and furniture should be 
kept current and in a safe place, preferably in the 
safe deposit box at the bank. 

After a physician has been practicing for an ap- 
preciable length of time, his files, including accounts 
receivable, are very valuable property. Frequently 
these items are the least protected against fire or 
other loss. It is possible to carry insurance against 
loss of these records, but whether or not these 
records are insured it is recommended that they be 
kept in a fire-proof safe or vault when not in acutal 
use. 

With burglary and theft insurance, the cost de- 
pends largely on the location of the office and the 
amount of money kept there. The amount of cash 
in a doctor's office may not be enough to warrant 
the expense of such insurance since many burglaries 
of doctors’ offices are for narcotics rather than 
money. Although actual cash loss may be small the 
damage to the building and equipment can be sub- 
stantial. A recent newspaper article describing a 
burglary of a doctor's office listed the loss as $5.80 
worth of narcotics and an estimated damage to 
the furnishings and equipment of over $3,000. The 
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loss and damage was covered by insurance. In buy- 
ing this type of protection, it is well to include 
damage to property. 

Comprehensive or “All Risk” Coverage.—Several 
facets of insurance incident to home ownership and 
operation of a professional office can frequently be 
consolidated. Many multiple line companies offer 
comprehensive policies which provide protection 
against a variety of hazards including fire, theft, 
and windstorm, as well as personal and public lia- 
bility at a total premium charge which may be 
substantially less than the cost of the same insurance 
in separate policies. This is because such a blanket 
type of policy can be processed more cheaply by 
the company. It is worth considering when planning 
your over-all insurance program. 

Accident and Health or Disability Insurance 

The physician in individual practice is the sole 
income producer. Anything which keeps him from 
his practice for any appreciable length of time can 
be a serious financial hazard. Because of this, acci- 
dent and health or disability insurance is attractive 
to him. Many insurance counselors consider this 
type of protection equally if not more essential 
than life insurance, since a period of disability en- 
tails support not only of the family but the disabled 
doctor as well. Loss of earnings may extend over 
months or years. 

In considering this type of coverage, you should 
purchase it from a company which is licensed in 
the state and preferably through a local agent or 
broker. Perhaps this type of insurance is subject to 
more variables than other branches of insurance. 
Accordingly, sound advice and careful planning 
should prevail in arranging this phase of your insur- 
ance program. 

Basically, this type of insurance is designed to 
replace a portion (not all) of your earned income 
in the event of disability due to accident or illness. 
Such insurance is available generally on a individ- 
ual basis; and in some areas, group and franchise 
programs are available through professional organi- 
zations and associations. 

Individually underwritten policies are of three 
general types: cancellable, guaranteed term, and 
noncancellable. The first type can be terminated by 
the company at any time. A guaranteed term con- 
tract is not normally subject to cancellation during 
any term for which a premium has been paid and 
accepted; however, the insurer may elect not to 
continue the contract on any renewal date. Non- 
cancellable contracts are not only that but are 
guaranteed renewable at each premium due date up 
to a specified age. Fraud, or intent at fraud through 
misrepresentation of facts, however, may be con- 
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sidered as just cause for terminating a contract if 
resorted to, either in applying for insurance cover- 
age or in claiming benefits. 

The premium costs vary and are determined by 
several factors, such as type of contract (cancel- 
lable, guaranteed term, or noncancellable ), amount 
of weekly or monthly indemnity, occupation or pro- 
fession, age, sex, length of time for which benefits 
are payable, whether benefits are payable for non- 
occupational disability or cover both occupational 
and nonoccupational illnesses and injuries, and the 
waiting period between the date of disability and 
the commencement of benefit payments. 

All other factors being equal, premiums may be 
reduced considerably by selecting a policy which 
has a fairly long waiting period between the onset 
of disability and the time benefits start. Such wait- 
ing periods eliminate the necessity of paying for 
short periods of disability and the attendant ad- 
ministrative cost and conserve a correspondingly 
greater portion of the premium income to pay for 
longer periods of disability which are of more seri- 
ous financial consequence. 

The underwriting requirements of insurance com- 
panies differ, but most of them will not knowingly 
issue benefits which will approximate net earned 
income of the applicant. 

In varying degrees physicians may, as mentioned 


earlier, participate in group or franchise disability 
insurance programs through membership in profes- 
sional associations and societies. Although these 
programs have their merits, they may have to be 
utilized primarily to supplement rather than replace 


other coverage. 

You should make sure that your health history at 
the time of applying for insurance is not misrepre- 
sented since most non-group contracts promise 
benefits only for disability resulting from accidents 
and illnesses that originate subsequent to the date 
the policy is issued. 

Office Overhead Insurance.—When the doctor is 
incapacitated his office overhead goes on. Salaries, 
rent, utilities, and such must be met. To meet this 
contingency you may wish to consider a relatively 
new form of disability insurance which was de- 
signed for this specific purpose. Although under- 
written like disability insurance, benefits are based 
on verifiable office overhead fixed expenses rather 
than earned income. This, as well as the cost of in- 
surance protecting the physician against profes- 
sional liability and against fire and casualty loss of 
office equipment and supplies, may be considered a 
business expense and deductible when figuring in- 
come tax. It should be noted, however, that the 
proceeds obtained from such insurance is considered 
taxable income. 
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Employee Insurance 


Most states have statutory requirements regard- 
ing the responsibilities of an employer. Prior to the 
employment of another physician, a nurse, a tech- 
nician, or receptionist, you would be well advised 
to learn fully what your responsibilities are. Work- 
men’s compensation laws generally spell out the 
extent to which an employer is financially respon- 
sible for the death or disability of an emplovee as 
a result of an occupational accident or injury. Since 
the laws vary from state to state and their applica- 
bility often depends, to a degree, on the number 
of emplovees, you should make certain that you do 
not assume any hazards unnecessarily. 

In some jurisdictions there is a state monopolistic 
fund which is the sole source of insurance for pro- 
tection against workmen’s compensation liability. 
In other states, the employer may select from a 
number of private carriers. The cost of the type of 
protection depends on several factors, but primarily 
upon the classification of employment and_ the 
amount of payroll. 

Sources of information include the state agency 
which administers the law, your local medical so- 
ciety or state medical association, your insurance 
counsellor, and your attorney. 

Many employers provide or make available, in 
addition to employee protection required by law, 
other forms of insurance for the benefit of their 
employees. These include life insurance, disability 
insurance, and hospitalization benefits. Some of 
these forms of coverage may be available as exten- 
sions of benefits offered to members of professional 
societies. 

Life Insurance—Family Protection 

Life insurance is primarily a form of protection 
for the doctor's family and possibly his creditors in 
the case of his death. Additionally, it can be a form 
of savings and can also be used to supplement a 
retirement program. The subject is so large that it 
could well be the subject of a special pamphlet. 
Although there are many different varieties of pro- 
grams, the three most common types of policies 
are term, ordinary life and endowment, or annuity 
contracts. 

Term insurance involves the lowest premium 
cost. Such contracts are usually issued on a level 
premium basis with coverage lasting only for the 
term specified. Most contracts provide that the 
policy holder may convert his coverage to a per- 
manent plan of insurance, without evidence of in- 
surability, provided such option is exercised within 
a prescribed period. This form of coverage is re- 
ferred to frequently as “pure protection,” since it 
does not normally include cash surrender or loan 
values. 
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Ordinary life insurance is the classification fre- 
quently given to contracts of a permanent nature, 
which do not usually include endowment or annuity 
features. Generally speaking, the policies provide 
for level premium payments throughout the life of 
the insured with the face amount becoming pay- 
able at death. There are modifications, however, 
whereby such coverage may be purchased on a 
basis that the insurance becomes “paid-up” either 
at a specified age or after the payment of premiums 
for a specified number of years. Although such 
policies become paid up at the designated time, the 
face amount is not normally payable until the death 
of the policy holder. 

Ordinary life insurance policies usually contain 
guaranteed cash and loan values as well as pro- 
visions for extension of insurance for a stipulated 
length of time in the event premium payments are 
not continued. Thus, such policies contain an ele- 
ment of savings in addition to just insurance pro- 
tection. 

The third general category is known as endow- 
ment or annuity insurance. Such contracts contain 
both the features of insurance protection and sav- 
ings. Under an endowment policy the face amount 
becomes due and payable at the end of the contract 
period. The face amount also becomes due and pay- 
able in the event the policy holder dies prior to the 
completion of the premium paying period. An an- 
nuity contract usually matures in the same manner 
as an endowment policy but, in addition, may pro- 
vide for periodic payments (rather than a lump 
sum) to the policy holder in the form of retirement 
income. 

There are varying combinations of the foregoing 
tvpes of coverage which an individual can arrange 
for in his life insurance programing. Several pro- 
fessional organizations including constituent asso- 
ciations and component societies have established 
group and franchise plans in which physicians may 
participate. Life insurance planning should be done 
on an individual basis and the physician is well 
advised to utilize the services of a competent in- 
surance counsellor. Insurance needs often change 
due to family and financial circumstances. 

Since most permanent life insurance contracts 
provide for a great deal of flexibility, it may be 
advantageous to have your program analyzed 
periodically and modified, when indicated, so that 
it will fulfill, on a current basis, the purposes you 
intend. 

Insurance is designed to protect you, your family, 
and your employees. It is an important considera- 
tion when establishing a practice, so devote enough 
time to it and secure advice that will enable you 
to develop an adequate insurance program. 
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MEDICAL FILM REVIEWS 


This Is Nursing: 16 mm., color, sound, showing time 29 
minutes. Produced in 1957 by and procurable on rental 
($7.50) or purchase ($250) from Educational Film Sales 
Department, University Extension, University of California, 
Los Angeles 24. 


This film demonstrates the scope of professional 
nursing activities in contributing to effective re- 
habilitation of the patient; it stresses that rehabili- 
tation is dependent on coordination of all health 
workers rather than on one individual. Designed 
for nurses, physicians, medical students, and lay 
groups, it shows the teamwork needed in rehabilita- 
tion programs, with special emphasis on the nurse's 
role. It shows that rehabilitation takes time, pro- 
fessional skill, understanding, and contributions 
from many people, while at the same time the re- 
sponsibility rests on the individual himself. Empha- 
sis is on the team approach in dealing with the 
patient, and the film also shows that rehabilitation 
starts immediately on the patient's admission. It 
should make a valuable contribution for discussion 
purposes in nursing groups. Although they are not 
pictured as members of the team. dietitians and 
medical social workers should also be interested, 
since seeing the patient in the film would alert 
them to his problem. 


NEW FILMS ADDED TO A. M. A. MOTION 
PICTURE LIBRARY 


Helping Hands for Julie: 16 mm., black and white, sound, 
showing time 25 minutes. Cleared for television. Presented 
by the American Medical Association and the American 
Hospital Association. Sponsored as a public service by E. R. 
Squibb and Sons, Division of Olin Mathieson Chemical 
Corporation, New York. Produced in 1958 by Henry Strauss 
Productions, Inc., New York. Procurable on loan (no service 
charge) from Motion Picture Library, American Medical 
Association, 535 N. Dearborn St., Chicago 10. 


This film is designed to attract students to health 
careers by dramatizing their opportunities. The 
story revolves around Julie's fight for life when she 
is brought into the hospital emergency room— 
diagnosis unknown. Her family doctor, a surgeon, 
and a resident mobilize the entire medical team, 
and it swings into swift, disciplined, and decisive 
action. The helping hands aiding the doctors in this 
vital search for the correct diagnosis are those of 
nurses, medical technologists, x-ray technicians, 
and the medical record librarian. With the diag- 
nosis made, the drugs of the pharmacist, the nour- 
ishing food of the dietitian, the restorative work of 
the physical therapist, and the care of the nurse 
help to bring Julie back to health. This is a moving 
story which is well told and has a powerful emo- 
tional appeal. The complexity of the modern hos- 
pital service, including the record room, visiting 
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medical staff, internist, surgeon, pathologist, radi- 
ologist, interns and residents, medical technologists, 
x-ray technicians, pharmacist, dietitian, physical 
therapist, and nurse, is shown in the right perspec- 
tive. It will appeal to high school and college stu- 
dents and is especially recommended for physicians 
who are called on to lecture to groups on health 
careers. 


Ectopia Cordis in a Twin: 16 mm., color, sound, showing 
time 8 minutes. Prepared in 1957 by Elliott S$. Hurwitt, M.D.., 
and Alvin Lebendiger, M.D., New York. Produced by a 
grant in aid from Medical Research Division of Johnson and 
Johnson. Procurable on loan (service charge $1.00) from 
Motion Picture Library, American Medical Association, 535 
N. Dearborn St., Chicago 10. 


Complete ectopia cordis in a live infant occurs 
so infrequently that few physicians are given the 
opportunity to observe a newborn baby whose 
heart is beating outside of the thoracic cage. The 
authors have prepared this film to document a 
situation that has rarely been reported: premature 
twin boys, one essentially normal and the other 
born with his heart projecting almost at a right 
angle to the long axis of the body. The surgical 
attempt to provide a covering of skin for this heart, 
the postoperative appearance of the baby with his 
heart beating subcutaneously, and the combination 
of major intracardiac and extracardiac abnormalities 
found at autopsy are illustrated and demonstrated. 
This case-record film presents an unusual condition. 
An attempt made to replace the heart in the chest 
proved unsuccessful. Nevertheless, the condition, 
although unusual, is of interest, especially to cardi- 
ologists. 


Someone Is Watching: 16 mm., black and white, sound, 
showing time 15 minutes. Produced in 1957 by Information 
Productions, Inc., New York, for the New York State De- 
partment of Health. Procurable on loan (service charge $2) 
from Motion Picture Library, American Medical Association, 
535 N. Dearborn St., Chicago 10. 


This motion picture calls attention to the various 
ways in which legal narcotics stocks fall into the 
hands of dope addicts and peddlers through care- 
lessness and false confidence, and it emphasizes the 
need for safeguarding of drugs. Actual cases are 
taken from the files of the New York State Health 
Department's Bureau of Narcotics Control. In- 
cluded among these cases are those of a registered 
nurse who gains a place on the hospital staff and 
steals from the hospital drug stocks while on duty, 
a repairman who gains admittance to the office of 
a general practitioner under the pretense of having 
been called to repair a sterilizer, and a confidence 
man working with accomplices who dupes even the 
wary druggist. This film is highly recommended 
for showing to physicians, hospital administrators, 
nurses, and pharmacists. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Perforation of the Heart During Cardiac Cath- 
eterization and Selective Angiocardiography. D. J. 
W. Escher, J. H. Shapiro, B. M. Rubinstein and 
others. Circulation 18:418-422 (Sept.) 1958 [New 
York]. 


The authors report on a 24-year-old woman who 
was admitted to Montefiore Hospital in New York 
for evaluation of suspected congenital heart disease. 
The patient underwent a standard diagnostic car- 
diac catheterization with the aid of a Cournand 
type catheter, and after its completion selective 
intracardiac biplane angiocardiography was _per- 
formed with the aid of a 7 National Institutes of 
Health (NIH) catheter. Anteroposterior and_ left 
lateral projections were obtained 2 and 8 seconds 
after the injection of the contrast medium (50 cc. 
of 70% sodium acetrizoate [Urokon]) into the right 
ventricle; they revealed the appearance of some of 
the contrast medium in the pericardial cavity coin- 
cident with its anticipated appearance within the 
right ventricle. The amount of contrast medium in 
the pericardial cavity was gradually increasing to 
the end of the examination. Several globules of the 
contrast medium were seen in the right ventricular 
apical myocardium distal to the tip of the cardiac 
catheter, suggesting that perforation of the heart 
had occurred at this point. A portable chest roent- 
genogram, with the patient in the sitting position, 
showed the cardiac shadow to be somewhat en- 
larged, with contrast medium collected along the 
diaphragmatic surface of the pericardial cavity. 
The heart rate rose to 139, the blood pressure 
dropped to 70/40 mm. Hg, and the occurrence of 
cardiac tamponade seemed certain. 

With the aid of general endotracheal anesthesia, 
the right chest was opened and the heart exposed. 
A vertical pericardial incision was made anterior 
to the right phrenic nerve, and about 200 cc. of 
blood-stained fluid gushed forth under tremendous 
pressure. The heart beat immediately became 
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strong and full, and the peripheral pulses returned. 
At the apex of the right ventricle, there was a soft 
cleft, the point where the perforation must have 
occurred. There was no further bleeding. The post- 
operative course was uneventful. There is reason 
to suspect that perforation probably did not occur 
with the Cournand catheter which is relatively 
Hexible and which was not inserted in the area of 
the apex of the right ventricle. The perforation oc- 
curred more likely during the insertion of the rela- 
tively sharp-tipped, more rigid NIH catheter, most 
probably when the catheter was additionally ad- 
vanced after its initial positioning. The occurrence 
of perforation of the myocardium during cardiac 
catheterization with selective angiocardiography 
serves to emphasize some of the risks taken in the 
application of several of the newer, specialized 
methods now available for the evaluation of con- 
genital heart disease. With careful technique and 
good team work, however, the danger to the pa- 
tient can be held to a minimal level and is far out- 
weighed by the positive values of the procedures. 


A Study of the Manifestations of Rheumatic Fever 
Following Cessation of Therapy. E. E. Fischel, 
C. W. Frank and M. T. Bellows. Circulation 18: 
367-370 (Sept.) 1958 [New York]. 


The authors studied the reappearance of rheu- 
matic activity in 257 children during a 3-week ob- 
servational period after cessation of treatment for 
acute rheumatic fever with corticotropin (ACTH), 
cortisone, and aspirin administered for 6 weeks in 
a cooperative clinical trial of these drugs in the 
United States and Canada. Of the 257 children, 67 
(26.1%) did not show any manifestations of rheu- 
matic activity, and the remaining 190 (73.9%) had 
some manifestations, most frequently an increased 
erythrocyte sedimentation rate or rise in tempera- 
ture. Occasionally more severe and complex mani- 
festations occurred. The number of manifestations 
was greater in those patients with more severe 
initial involvement, i. e., at the start of the 6-week 
therapy. In some patients the severity of the dis- 
ease during the post-therapy period was as great 
or greater than at the institution of the treatment. 
In most instances. the various abnormalities sub- 
sided spontaneously. Re-treatment was considered 
necessary for only 6 patients. 

When any or all of the presenting manifestations 
of rheumatic fever subside during drug therapy, 
the effect may be attributed to several possible 
causes: spontaneous remission in the course of the 
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disease, bed rest, or the drug administered. After 
cessation of therapy, the recurrence of rheumatic 
manifestations is ample evidence that the drug em- 
ployed did not eradicate the disease. However, it 
is also evidence, in retrospect, that the drug had a 
suppressive action while it was being administered. 
It was widely thought that aspirin did not affect 
the rheumatic inflammation in the heart, and that 
concept has occasionally been extended to corti- 
sone. The recurrence of heart failure or pericarditis 
after withdrawal of either drug conflicts with this 
view. A flare-up of the disease process could not 
be expected if a totally ineffective agent were with- 
drawn. The manifestations of the post-therapy peri- 
od are sufficiently common under apparently good 
conditions of management. Study of the post- 
therapy period should be included in attempts to 
define optimal therapy for rheumatic fever, and it 
may provide some perspective concerning diag- 
nostic criteria. 


The Cardiac Complications of Hypertension. A. L. 
Cornish. J. Kentucky M. A. 56:862-864 (Sept.) 1958 
[Louisville, Ky.]. 


At least 60 to 75% of hypertensive patients ulti- 
mately succumb to cardiac complications, especially 
heart failure. Coronary atherosclerosis has been 
found in 90% of patients dying with hypertension. 
Cardiac involvement, as a rule, does not develop 
until hypertension has been present for 12 to 15 
years. Eventually the strain of maintaining an ele- 


vated blood pressure, plus the effect of coronary 
sclerosis, takes its toll on the ventricular muscle. 
In all probability, the effect of coronary sclerosis 
predominates. Later, impairment of kidney function 
leads to retention of salt and thus aggravates con- 
gestive heart failure. The hypertensive heart pa- 
tient may present himself with either congestive 
heart failure or the picture of coronary insufficiency 
or both. Congestive heart failure develops slowly 
in about half of the patients and suddenly in the 
other half. When it is sudden, a definite precipitat- 
ing cause should be searched for. Correcting the 
precipitating cause greatly improves the prognosis. 
The more common precipitating causes of acute 
congestive heart failure in hypertensive patients are 
respiratory infections, increased coronary insuffi- 
ciency (silent infarction), paroxysmal tachycardia, 
excessive sodium intake, discontinuation of digitalis 
therapy, hemorrhage and anemia, development of 
thyrotoxicosis, pulmonary embolism, too rapid ad- 
ministration of blood or other sodium-containing 
infusions, physical and emotional strains, and un- 
congenial climatic conditions. 

In the further management of hypertensive pa- 
tients with congestive failure, the author found it 
useful to let the degree of functional impairment 
guide the treatment. In a class 1 patient, when 
heart disease is present but there is no symptomatic 
limitation of activities, he merely tries to lower the 
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blood pressure, explains the precipitating causes of 
heart failure, and encourages weight reduction. If 
the patient is in class 2 and has symptoms on mod- 
erate exertion, periods of rest plus a slowing down 
and delegation of responsibility are advised. In a 
class 3 patient, who has symptoms on ordinary 
exertion, the author uses more active measures, 
such as careful digitalization and moderate sodium 
restriction. Another important manifestation of 
hypertensive heart disease is angina pectoris. The 
essential clinical feature is that the anginal pain 
occurs with exertion and excitement, lasts only a 
few minutes, and is relieved by rest and adminis- 
tration of glyceryl trinitrate (nitroglycerin). The 
electrocardiogram is diagnostic in 95% of cases, 
showing depression of the RS-T segment and 
T-wave abnormalities. If these are not present 
when the patient is at rest, Master's exercise test 
may bring them out. Factors contributing to angina 
pectoris must be searched for and treated—for ex- 
ample, anemia, hyperthyroidism, peptic ulcer, dia- 
phragmatic hernia, gallbladder disease, and asso- 
ciated heart failure. Precipitating factors must be 
avoided. Slow walking, with rest periods, and care 
about exercising on a full stomach and in cold 
weather are advised. Nearly every obese patient 
benefits from losing weight. Of all drugs used for 
angina, glyceryl trinitrate alone has stood the test 
of time. A mild sedative may help the anxious 
patient. 


Degenerative Cardiovascular Disease in the Orient: 
II. Hypertension. H. A. Schroeder. J. Chron. Dis. 
§:312-333 (Sept.) 1958 [St. Louis]. 


The author studied the incidence of arterial 
hypertension and its serious consequences among 
the patients of 13 university teaching hospitals in 9 
Oriental cities, namely, Taipeh (Taiwan or For- 
mosa), Victoria (Hong Kong), Manila (Philippine 
Islands), Bangkok (Thailand), Agra, Lucknow, 
Bombay, and New Delhi (India), and Beirut (Leb- 
anon), and in Japan. Hypertension was frequently 
observed among these Oriental populations, being 
diagnosed both clinically and pathologically. In 
several cities cardiologists or internists expressed 
the opinion that the incidence of hypertension was 
increasing. No conjecture can be made as to 
whether the apparent increase in hypertension is 
merely one symptom of an aging population or is 
related to some new environmental factor added 
during the past 27 years covered by the study. 
When measured in Oriental people, dietary intakes 
of sodium chloride, to which hypertension might 
be related, either approximated or were less than 
the ranges commonly accepted for Americans, with 
the possible exception of the northern Japanese. 
Therefore, it was most difficult to ascribe the fre- 
quency of hypertension to such dietary habits. Nor 
was it possible to involve the intake of protein, 
which, in general, was lower than that of Western 
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populations and in many cities consisted largely of 
vegetable proteins. “Westernization,” i. e., the 
adoption of European culture, habits, and food, 
was little apparent, except among a few of the 
well-to-do, for income levels are very low in all 
these countries. The author believes that environ- 
mental factors, so far unrevealed, played the lead- 
ing causative role. 

One of the most interesting and unexplained re- 
sults of this study is the predilection of hypertension 
to make its consequences obvious either on the 
vessels of the brain or on the heart in different 
localities. Thus, cerebral hemorrhage as the fatal 
outcome has far outdistanced heart failure in 
Taipeh, Bangkok, and Agra, while cardiac disease 
is as predominant in Manila, Beirut, Bombay, and 
Lucknow as it is in the United States. Civilian Chi- 
nese in Formosa and Hong Kong are more apt to 
die of apoplexy than heart failure. Thus, it appears 
that cerebral hemorrhage is a much more common 
outcome of hypertension among peoples of the 
yellow and brown races than among Indo-Euro- 
peans or Semites in the cities visited. There was no 
obvious relationship of the amount or kind of 
dietary fat or salt to these consequences of hyper- 
tension. This study serves to dispel unproved ru- 
mors that hypertension does not occur in some 
Oriental countries. 


Cardiovascular Disease in Arachnodactyly. F. S. P. 
Van Buchem. Acta med. scandinav. 161:197-205 
(No. 3) 1958 (In English) [Stockholm]. 


The diagnosis of arachnodactyly is important 
because this condition is not infrequently combined 
with abnormalities of the eyes and especially of 
the heart, aorta, and pulmonary artery. The pa- 
tients are usually tall and of asthenic body build. 
Because the extremities are very long, they have 
an arm span that exceeds body height. They have 
strikingly long and thin fingers and toes, a muscular 
system that is usually hypotonic and insufficiently 
developed, a slight layer of subcutaneous fat, and 
flaccid articular ligaments permitting abnormal 
joint movements. The patients suffer from kypho- 
sis, kyphoscoliosis, flatfeet, genu valgum, and some- 
times a funnel chest or pectus carinatum. The head 
is dolichocephalic, the face is long and narrow, the 
palate has a high arch, and the teeth are often 
irregular. The characteristic longitudinal growth 
of these patients starts at an early age, and not 
infrequently in younger patients it is so marked 
that the final height is abnormal. Moreover, in 
younger patients the bone age may be 3 or 4 years 
higher than the chronological age. The cardiovas- 
cular abnormalities which the author observed in 
patients in this category included aneurysms of the 
ascending aorta, thoracic descending aorta, ab- 
dominal aorta, and pulmonary artery, aortic coarc- 
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tation, pulmonary stenosis, left-sided vena cava 
superior, ventricular septal defect, and “arachno- 
dactyly heart.” 


Pulseless Disease. R. di Bello, O. Etorena and R. 
Rodriguez Barrios. An. Fac. med. Montevideo 43: 
37-42 (Jan.-April) 1958 (In Spanish) [Montevideo, 
Uruguay]. 


A woman with subjective and objective symp- 
toms of circulatory disorder due to occlusion of the 
main branches arising from the aortic arch was ob- 
served at the age of 23 years and again at 37. At the 
first consultation the patient complained of pain 
in the arms, of occasional precordial pain which 
radiated to the back, and of transient hemiparesis. 
The pulse arising from the aortic arch was absent. 
Arterial pulsation in the legs was present in all the 
areas of usual palpation for its detection. The reac- 
tion for syphilis was negative. A diagnosis of syn- 
drome of the aortic arch was made. The patient 
had antisyphilitic treatment for 1l'2 years, after 
which she said she felt better and did not report 
for consultation for 12 years. On the second con- 
sultation all the early symptoms presented a slow 
course, with periods of improvement and relapse. 
New symptoms consisted of occasional transient 
loss of memory and loss of vision, irritability, and 
bilateral facial pain during mastication. The eryth- 
rocyte sedimentation rate was increased on both 
the first and the second examination. On ausculta- 
tion, there was a thrill over the left supraclavicular 
fossa after the systole. The patient did not have 
syphilis or diabetes. Examination of the fundus of 
the eyes showed the characteristic presence of 
venous microaneurysms. A diagnosis of pulseless 
disease from occlusion of the main branches of the 
aortic arch was made because of the negative re- 
sults of tests for syphilis, the lack of thrombi, the 
increased velocity in the sedimentation of the 
erythrocytes, and the sex and age of the patient. 
A treatment with corticosteroids was given the pa- 
tient for more than a year, up to the present time, 
with marked improvement in the symptoms. The 
authors direct attention to the value of corticos- 
teroids as symptomatic treatment of pulseless dis- 
ease. 


Spontaneous Pneumothorax in Asian Influenza. 
R. I. H. Welsh. South African M. J. 33:817-818 
(Aug. 16) 1958 [Cape Town]. 


During the epidemic of Asian influenza, which 
was at its height in the Transvaal Province of the 
Union of South Africa during July and August, 
1957, about 200 nurses with this form of influenza 
were admitted to the General Hospital in Pretoria. 
In 2 of these nurses spontaneous pneumothorax 
developed, and both of them died. The author be- 
lieves that in this condition air finds its way into 
the perivascular tissue planes of the lung via rup- 
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tured alveoli, bronchioles, or a bronchus and 
spreads toward the mediastinum. Its path may then 
follow the fascial plane of the great vessels into 
the neck and present clinically as surgical emphy- 
sema. A build-up of pressure in the mediastinum 
may result in a rupture of the pleural covering, 
with the development of pneumothorax. It is likely 
that this was the sequence of events in the first 
patient. Air rarely leaks into the interstitial pul- 
monary tissues without predisposing causes. In this 
instance atelectasis of the right lower lobe, with 
overinflation of adjoining areas, bronchospasm, and 
cough, was sufficient to predispose the lung to this 
condition. A pneumatocele bursting into the inter- 
stitial lung tissue would have been a ready explana- 
tion for the sequence of events. 

The spontaneous pneumothorax in the second 
patient was the result of rupture of a pneumatocele 
into the left pleural cavity. Pneumatoceles forming 
in areas of consolidation and resultant spontaneous 
pneumothorax from their rupture are characteristic 
roentgenologic findings in staphylococcic pneu- 
monia. Staphylococcic pneumonia seems to occur 
most commonly as a complication of influenza. In 
the 1957 epidemic of Asian influenza Staphylo- 
coccus pyogenes var. aureus was the most danger- 
ous secondary invader. The sputum culture of 
coagulase-positive staphylococcic and characteristic 
roentgenologic signs of pneumatoceles in this pa- 
tient confirmed the diagnosis of a secondary inva- 
sion. That the improvement after release of the 
tens:»n within the pleural cavity was only tem- 
porary indicates the overwhelming nature of the 
cou. vined infection. 


Plasma-Clearing Effect of Gastric Mucin in Healthy 
and Atherosclerotic Subjects Under Basal Condi- 
tions. B. Rossi and V. Rulli. Circulation 18:397-399 
(Sept.) 1958 [New York]. 


The authors determined photometrically the 
optical density of the plasma obtained from 5 ap- 
parently healthy persons and from 10 patients, 
presumed to have atherosclerosis because of a 
history of myocardial infarction or of definite an- 
ginal symptoms with clear-cut electrocardiographic 
changes, who had been fasting for at least 12 hours. 
The determinations were made immediately and 
again after 20 hours at room temperature. Although 
the optical density of the plasma varied in the dif- 
ferent persons and at different times, it remained 
unchanged during the 20-hour observation period. 
The densitometric curve was higher among the 
atherosclerotic patients than among the healthy 
persons. The determinations of the optical density 
of the plasma were repeated a few days later on 
the same persons who this time were given 250 mg. 
of gastric mucin before the determinations were 
made. Administration of gastric mucin was always 
followed by a reduction in the optical density of 
the plasma. In both groups the maximal reduction 
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occurred at the end of the third hour. The magni- 
tude of the clearing effect at this time was 30% for 
the healthy persons and 26% for the patients with 
atherosclerosis. The clearing effect was similar to 
that of heparin in regard to constancy and degree, 
but differed insofar as it lasted longer and did not 
increase with the passage of time in vitro at room 
temperature. The mechanism underlying the clear- 
ing effect of gastric mucin is not clear, but it seems 
likely that it is not due to an enzymatic effect of 
the lipoprotein lipase type, such as the one that is 
apparently responsible for the heparin clearing 
effect. 


Studies in Cystic Fibrosis of the Pancreas: Occur- 
rence of Rectal Prolapse. L. L. Kulezycki and H. 
Shwachman. New England J. Med. 259:409-412 
(Aug. 28) 1958 [Boston]. 


This survey comprises 386 patients with cystic 
fibrosis of the pancreas, 85 (22.6%) of whom gave 
a history of rectal prolapse. There were no sig- 
nificant differences regarding the sex of the pa- 
tients. The initial prolapse occurred most commonly 
between 1 and 2 years of age; in 67 patients (78.6%) 
the prolapse occurred before a diagnosis of cystic 
fibrosis of the pancreas was made. Eight patients 
had prolapse on 1 occasion, and 46 had prolapse 
on more than 10 occasions. In 46 patients (54.1%) 
the duration of the complaint was less than 1 year, 
although in some cases it recurred over a period 
of more than 5 years. Analysis of the data revealed 
that many more cases were diagnosed early in life 
in the larger group in whom rectal prolapse never 
developed. In most instances rectal prolapse was 
partial with a descent of the mucosa alone, manual 
replacement usually being accomplished readily. 
In 16 patients rectal prolapse was the principal 
complaint for which parents sought medical ad- 
vice, and in 2 other patients the attending phy- 
sician recognized the rectal prolapse as one mani- 
festation of a general nutritional or metabolic 
problem. In 14 patients the problem was considered 
a local one until more striking manifestations of 
cystic fibrosis of the pancreas developed. 

In retrospect, a more carefully taken history and 
physical examination, combined with the perform- 
ance of a few simple laboratory tests, such as the 
stool trypsin and chloride imprint tests and roent- 
genogram of the chest, might have given a clue to 
the pathological process. Mention is made of the 
long interval between the initial complaint of rectal 
prolapse and the diagnosis of cystic fibrosis of the 
pancreas. In 7 patients the diagnosis of cystic 
fibrosis was made between 3 and 10 years after the 
initial episode of rectal prolapse; in 4 cases the 
interval was 1 to 3 years, and in 5 cases it was less 
than 6 months. In only 4 patients was the nutri- 
tional status of the patient considered good. Only 
2 patients had severe pulmonary changes; 1 was 
free of recognizable pulmonary involvement; and 
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the remaining 13 had varying degrees of pulmonary 
changes. The institution of dietary therapy, pri- 
marily a high-protein and a reduced fat intake, 
combined with pancreatic replacement therapy, 
plus antibiotics to control the pulmonary infection, 
will usually suffice to correct many of the factors 
responsible for rectal prolapse. The earlier the diag- 
nosis of cystic fibrosis of the pancreas, the less the 
likelihood of rectal prolapse. 


The Blood Volume After Plasma and Blood Trans- 
fusions. E. Wollheim and K. W. Schneider. Ger- 
man M. Month. 3:237-240 (Aug.) 1958 (In English) 
[Stuttgart, Germany]. 


The authors studied the behavior of the “active” 
plasma and blood volume in healthy persons and 
hospitalized patients after 84 plasma transfusions, 
each of which varied from 450 to 460 cc., and 49 
whole blood transfusions, each of which varied 
from 440 to 450 cc. The term “active blood and 
plasma volume” refers to the plasma volume, which 
was determined by differential photometry within 
4 to 10 minutes after the injection of 10 cc. of 0.2% 
Evans blue (T 1824), and to the red blood cell 
volume calculated from the hematocrit reading. 
The results of these determinations were compared 
with those obtained by the analysis of simultane- 
ously drawn samples for red blood cells tagged 
with radioactive phosphorus (P*’) or radioactive 
chromium (Cr*'). The plasma and whole blood 
determinations were made before the transfusions 
and at various intervals after the transfusions over 
a period up to 18 hours. 

An increase in plasma volume was observed 
after 52 (62%) of the 84 plasma infusions and after 
23 (47%) of the 49 whole blood transfusions. The 
plasma volume remained unchanged after 32 (38%) 
of the plasma transfusions and after 26 (53%) of the 
whole blood transfusions; in the absence of any 
increase, the plasma or blood either may have 
passed into the capillary network with lower cir- 
culation or may have entered the extravascular 
tissues already during the transfusion. An increase 
in plasma and blood volume occurred particularly 
in persons in whom plasma or blood volume had 
been decreased before the transfusion was given. 
These findings suggest a volume-regulating mecha- 
nism. An increase in volume appeared to be more 
likely after the transfusion of plasma than after 
that of whole blood. 


Tetanus and Chronic Ulcers of the Legs. P. Riis. 
Nord. med, 60:1048-1049 (July 24) 1958 (In Danish) 
[Stockholm]. 


Between 1940 and 1958, 88 patients with non- 
neonatal tetanus were admitted to the epidemi- 
ologic department’ of the Blegdam Hospital in 
Copenhagen. In 10 patients, between the ages of 19 
and 70 years, the infection was apparently through 
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chronic ulcers of the legs. Nine of these ulcers were 
varicose, and one was due to erythema induratum. 
Toxigenic tetanus bacilli were found in excised 
ulcer tissue from 5 patients. The course of tetanus 
in the patients in whom the portal of entry was one 
or more ulcers of the leg was usually protracted, 
and in 2 it was fatal. In patients with chronic leg 
ulcers the period during which conditions for 
growth of Clostridium tetani are present is longer 
than in patients with smaller traumatic wounds. 
Chronic varicose ulcers seem to have become rela- 
tively more important as portals of entry for Cl. 
tetani in recent years, as tetanus infections from 
purely traumatic lesions have been reduced through 
widespread prophylaxis. Patients with chronic 
ulcers of the leg should be immunized against teta- 
nus; the vaccination entails no risk. 


The Carpal Tunnel Syndrome. J. B. Lyons. Irish 
]. M. Se. 6:382-388 (Aug.) 1958 [Dublin]. 


When fully developed, the carpal tunnel syn- 
drome is characterized by pain and tingling in the 
hand in the distribution of the median nerve, im- 
paired appreciation of light touch, pin-prick, and 
tactile discrimination in the fingers over the median 
territory, weakness of the abductor pollicis brevis 
and opponens pollicis, and wasting of these muscles 
causing a distinctive, shelf-like, partial thenar 
atrophy. Impairment of fine movements, e. g., pick- 
ing up small objects between thumb and fingers, 
is invariable. The condition is frequently bilateral. 
Incidence is highest in the 5th and 6th decades and 
is commoner in women. The syndrome may occur 
spontaneously but has been described in a variety 
of conditions which cause encroachment on_ the 
carpal tunnel. The author tabulates the salient 
points in the clinical pictures of 11 patients with 
the carpal tunnel syndrome. All the patients were 
in the 4th decade or older, and all but 3 were 
women. Pain and/or paresthesia were the main 
symptoms. 

The author discussed the relationship of the 
carpal tunnel syndrome to acroparesthesia, pointing 
out that this term has been used to designate a 
clinical picture most commonly seen in middle- 
aged women of the working class affected by an 
unpleasant and distressing tingling involving one 
or both hands. Acroparesthesia is usually most 
troublesome at night, preventing sleep or waking 
the patient and causing her to hang the limb over 
the side of the bed or to get up and pace the floor 
seeking relief; in the morning the fingers feel 
clumsy and swollen. The etiology of this condition 
has been ascribed variously to cervical osteoarthri- 
tis, cervical rib, and the thoracic inlet syndrome. 
On a suggestion that acroparesthesia is caused by 
median nerve compression at the wrist, a number 
of patients have been treated successfully by divi- 
sion of the transverse carpal ligament. In support 
of the contention that the lesion responsible is 
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situated at the wrist, it was pointed out that fre- 
quently the 5th finger is unaffected, that careful 
sensory testing will reveal loss of median distribu- 
tion, and that a varying degree of partial atrophy 
may be present. The essence of a test that is some- 
times helpful is that obliteration of the blood sup- 
ply to the forearm by a sphygmomanometer cuff 
may cause in some cases of median nerve compres- 
sion a rapid onset of distressing tingling and pain, 
most marked in the thumb, index, and_ possibly 
ring fingers, or the development of sensory loss in 
the median territory. Splinting of the wrist may 
have diagnostic as well as therapeutic value. 


Ulcerative Colitis. E. S. R. Hughes. M. J. Australia 
2:181-185 (Aug. 9) 1958 [Sydney]. 


The author has reported on 58 men and 70 wom- 
en with ulcerative colitis who have been observed 
in Melbourne since 1950. Most of the 128 patients 
were between the ages of 20 and 50 years. Ulcera- 
tive colitis was mild in 61 patients, of severe chronic 
type in 55, and of severe acute or fulminating type 
in 12. 

As to the first group, the inflammation was mild 
in patients with proctitis, and it appeared likewise 
to be mild in the zone of transition between the 
normal and the inflamed mucosa in patients with 
the more severe form of proctocolitis. In 43 of the 
61 patients with mild manifestations, the inflamma- 
tion was limited to the rectum or to the rectum 
and rectosigmoid section, and in 18 patients the 
more proximal part of the colon was involved. The 
external appearance of the intestine was normal, 
and the lumen was readily distensible. Radiologi- 
cally, the function appeared normal. Reassurance 
that cancer was not the cause of symptoms was 
sufficient treatment for a large number of patients 
with this type of ulcerative colitis. Increased hours 
of sleep, a low-residue diet, and the occasional 
insertion of bland suppositories proved useful in a 
number of the more resistant patients. Antibiotics 
did not exert any permanent effect on the disease. 
Psychotherapy appeared to be a useless method of 
treatment. No patient in the group with mild mani- 
festations has advanced to a stage where surgery 
has been considered. 

In the 25 men and 30 women of the second 
group with severe chronic manifestations, nonsur- 
gical treatment of ulcerative colitis did not produce 
more than temporary relief. Longer hours of rest, 
a nonresidue diet, and transfusions of whole blood 
accomplished more than prolonged antibiotic ther- 
apy did. Steroid therapy was not used in any ex- 
tensive trial. It is generally accepted that for pa- 
tients with this type of the disease surgical treat- 
ment is the best method, but 9 of the 55 patients 
have not yet given their consent for such treatment, 
and only 2 have made arrangements to undergo 
surgery later. Four patients in this group died ot 
carcinoma. The remaining 39 patients were sub- 


MEDICAL LITERATURE ABSTRACTS 1701 


jected to surgical treatment. Pathological examina- 
tion of the surgical specimens obtained from 35 of 
these patients who underwent colectomy revealed 
inflammatory changes. These changes were con- 
fined to the descending colon in 4 patients. There 
was involvement of the whole colon except the 
cecum and ascending colon in 6 patients, involve- 
ment of the whole colon but not the ileum in 7, 
and involvement of the ileum in 18. Diarrhea had 
been present for years, associated with anemia, 
loss of weight, and chronic fatigue. Exacerbations 
and remissions were characteristic of this group. 
In 8 of the 128 patients malignant growth was 
superimposed on the colitis. Seven of these 8 pa- 
tients with carcinoma of the colon belonged to a 
group of 19 with a history of colitis for 10 or more 
years; the 8th patient had had a history of colitis 
of 7 years’ duration. These data show that malig- 
nancy may supervene in patients with ulcerative 
colitis of long duration. 

In the third group of 6 men and 6 women with 
severe acute ulcerative colitis, sigmoidoscopy re- 
vealed ulceration of the mucous membrane. The 
intervening bridges were pale and edematous or 
red and friable. The chief diagnostic difficulty lay 
in deciding whether or not peritonitis or peritoneal 
abscess was present. As a rule, laparotomy was 
necessary. In each patient turbid fluid was present 
in the peritoneal cavity, but in only one was there 
free gas. This latter patient, aged 62 vears, had 
been treated with cortisone without success. Ten 
of these 12 patients were subjected to surgical 
treatment, and on each the operation was _per- 
formed as an emergency procedure. Ileostomy and 
subtotal colectomy were performed on 5 patients; 
1 patient died. On the remaining 5 patients ileos- 
tomy and proctocolectomy were performed; again 
1 patient died. Two patients did not submit to 
operation, and both died. 

Surgery of ulcerative colitis has improved during 
the past few years. The colon can be removed in 
a single stage. Ileostomy and the prevention of 
complications related to this construction are better 
understood; the appliances used in ileostomy have 
been simplified. The mortality associated with 
ulcerative colitis may be reduced by early opera- 
tion in acute fulminating cases and by urging more 
patients partially disabled by chronic ulcerative 
colitis to undergo surgery. 


Cushing's Syndrome in Childhood: Report of Case 
of Adrenocortical Carcinoma with Excessive Aldo- 
sterone Production. W. P. U. Jackson, B. Zilberg, 
B. Lewis and D. McKenzie. Brit. M. J. 2:130-133 
(July 19) 1958 [London]. 


Adrenocortical overactivity in childhood may 
produce 2 distinct syndromes. The adrenogenital 
syndrome caused by excessive production of andro- 
gens manifests itself in 3 ways: pseudohermaphrod- 
itism and virilism in a female and a “pocket Her- 
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cules” variety of isosexual precocity in a male. An 
excess of glucocorticoids results in Cushing’s syn- 
drome without masculinization. The authors report 
a characteristic “mixed picture” of a Cushing syn- 
drome and an adrenogenital syndrome in a 2'2- 
year-old girl. Since the age of one year there had 
been a rapid gain in weight, and at this age pubic 
and axillary hair appeared. Physical examination 
revealed an obese child with Cushing-like facies 
and signs of virilism. The patient had a plethoric 
appearance, a strong body odor, an enlarged clitoris, 
and a well-marked “buffalo neck,” although there 
was no true breast development. Roentgenograms 
of the long bones showed normal bone age and the 
absence of osteoporosis, and pyelograms revealed 
normal functioning kidneys, with the exception 
that the left kidney was depressed and a mass was 
visibly present above it. The 24-hour urinary out- 
put of 17-ketosteroids was 39 mg., of 17-ketogenic 
steroids 11.6 mg., and of aldosterone 75 mceg., the 
normals of which are less than 2 mg., 3 mg., and 
10 meg. respectively. The patient received 50 mg. 
of cortisone and was later subjected to a left-sided 
adrenalectomy. The blood pressure dropped from 
the initial 140/90 to 100/70 mm. Hg. Five to 12 
weeks after the operation the patient had lost a 
total of 7 lb.; she was no longer plethoric; the facial 
eruption had diminished; the “buffalo hump” on 
the neck had disappeared, as had the body odor; 
and the clitoris was smaller. Hirsuties was: still 
present, although the urinary output of 17-keto- 
steroids had fallen to 1 mg. per 24 hours. Seven 
months after the operation the clitoris was of nor- 
mal size, and the pubic hair had disappeared. 


Cone Shell Stings: Recent Cases of Human Injury 
Due to Venomous Marine Snails of the Genus 
Conus. A. J. Kohn. Hawaii M. J. 17:528-532 (July- 
Aug.) 1958 [Honolulu]. 


The author discusses 8 hitherto unreported cases 
of injury sustained by man and due to stings of 
marine mollusks of the genus Conus. Five of these 
occurred in the Hawaiian Islands, and the persons 
affected were stung by the mollusks while collect- 
ing cone shells. The 6th case occurred in the Mar- 
shall Islands, and the 7th in the Mariana Islands. 
No cases of Conus stings have previously been re- 
ported from these 3 archipelagoes. The 8th case 
occurred at Hope Island, Australia. Five of these 8 
cases were caused by 4 species of Conus not pre- 
viously known to be toxic to man, namely, Conus 
lividus, C. pulicarius, C. obscurus, and C. nanus. 
All species of Conus are potentially dangerous to 
man, but certain species are particularly venomous 
The latter are often characterized by relatively thin 
univalve shells with wide apertures, which may 
flare basally. The size of the cone shells varies from 
3 to 23 cm., (1 to 9 in.). It seems probable that the 
larger the size the larger the quantity of venom 
delivered. Some large species, however, have a 


J.A.M.A., Nov. 22, 1958 


rather poorly developed venom apparatus and are 
likely to be of little danger to man despite their 
size. According to Hinegardner of the department 
of zoology of the University of Hawaii, the venom 
apparatus of the cone shell consists of the follow- 
ing parts: a muscular bulb, which is attacked to a 
long, convoluted venom duct, in which the venom 
is secreted; a radula sheath, in which the radula 
teeth are produced and stored; a muscular pharynx; 
and an extensible proboscis. A salivary gland is at- 
tached to the radula sheath. Prior to the actual 
sting, the radula tooth is forcefully inserted, by the 
proboscis, into the mollusk’s victim. Then the venom 
is injected through the hollow tooth, which is held 
at its base by the end of the proboscis. How the 
venom is forced through the tooth is not clear. The 
living animals should be handled, if necessary, 
with special care. 

Seventeen cases of Conus stings had been re- 
ported previously by other workers, and 1 addi- 
tional case, which occurred in the Seychelles Is- 
lands, has come to the attention of the author since 
he submitted his paper for publication. Thus, a 
total of 26 cases of Conus stings are now known. 
Of these, 5 due to C. geographus and C. textile 
were fatal, but none of them occurred in the 
Hawaiian Islands. The symptoms resulting from 
Conus stings vary considerably. Localized ischemia, 
cevanosis, and numbness in the area about the 
wound or a sharp stinging or burning sensation 
are usually the initial symptoms. In severe cases, 
paralysis of the voluntary muscles begins early. 
Knee jerks are generally absent. Aphonia and dys- 
phagia occasionally become very marked. Blurring 
of vision and diplopia are commonly present. Nau- 
sea may be present. Coma, cardiac failure, and 
respiratory distress have been reported by other 
workers. Immediate lancing of the wound and 
sucking of the venom from it are recommended. 
Further treatment is symptomatic. 


Chest Pain of Colon Origin. E. D. Palmer. Gastro- 
enterologia 90:15-21 (No. 1) 1958 (In English) 
[Basel, Switzerland]. 


The author, who is connected with an American 
hospital in Germany, observed in the course of a 
vear 30 patients with the primary complaint of 
chest pain and with a colon gas syndrome as the 
explanation. The gaseous distention involved the 
hepatic or splenic flexures of the colon, usually the 
latter. Almost always colon symptoms per se were 
wholly absent, as were other abdominal symptoms, 
and the colonic basis for the problem was not ap- 
parent to the patient or often at first to the physi- 
cian. In 26 of the 30 patients the gas syndrome was 
the whole problem, and in the remaining 4 the gas 
syndrome prolonged and superimposed atypicalness 
on the chest pain of acute myocardial infarction 
(Laubry-Soule syndrome). The 4 patients with 
Laubry-Soule syndrome were patients who, within 
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3 or 4 days of acute myocardial infarction, experi- 
enced new pain and a distressing feeling of fulness 
in the anterior part of the chest on the left, had 
difficulty in taking a deep breath without true 
dyspnea, and had a tremendous collection of gas 
in the splenic flexure with elevation of the left leaf 
of the diaphragm, all in the absence of any sign of 
extension of infarction or of cardiac decompensa- 
tion. These patients had no difficulty in distinguish- 
ing this new pain from that of the infarction. 

The 30 patients included 16 women and 14 men, 
ranging in age from 22 to 54 years. The duration of 
painful symptoms prior to study varied from less 
than a day to several years. Three patients pre- 
sented themselves as emergency problems of acute 
new chest pain, but most had had recurrent pain 
for a few weeks to several months, with varying 
intensity from time to time. All the patients 
complained of pain which was predominantly 
paroxysmal, the paroxysms being sudden in onset, 
lasting from a minute to a couple of hours, and 
subsiding rather rapidly, either completely or leav- 
ing persistent heavy discomfort in their wake. In 
the outpatient clinic of the American-German hos- 
pital, chest pain of colon origin was about 3 times 
as common as duodenal ulcer. This symptom com- 
plex seems to be more of a problem in this overseas 
region than back home. In a fair portion of patients 
the onset of symptoms coincided with their over- 
seas movement. Patients often suggested that 
change in food and water might be responsible. 
Treatment with buttermilk was remarkably effec- 
tive in some cases, rather ineffective in others. 


Phaeochromocytoma, Diabetes and Glycosuria. P. 
Freedman, R. Moulton, M. L. Rosenheim and 
others. Quart. J. Med. 27:307-321 (July) 1958 
[London]. 


The authors report on a 37-year-old man and on 
3 women, between the ages of 32 and 65 years, 
with pheochromocytoma which caused severe dia- 
betes mellitus in 2 of these 4 patients and persistent 
glycosuria in the other 2. A diagnosis of diabetes 
mellitus had been made in 3 of these patients be- 
fore the adrenal tumor was discovered, and many 
of their symptoms had been considered by other 
physicians, who did not have experience with 
pheochromocytoma, to be manifestations of anxiety. 
Severe hypertension is rare in idiopathic diabetes 
mellitus but is common in diabetes associated with 
pheochromocytoma. Advanced hypertensive _ret- 
inopathy, as distinct from diabetic retinopathy, does 
not often occur in idiopathic diabetes mellitus but 
is common in patients with pheochromocytoma. In 
any diabetic patient with severe hypertensive ret- 
inopathy as distinct from diabetic retinopathy, the 
pressor amine content of the urine should be meas- 
ured. The hypertension in diabetes caused by pheo- 
chromocytoma may be paroxysmal or sustained, 
and the blood pressure is frequently raised between 
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attacks, as was observed in 2 of the 4 patients. 
Similarly, the disturbance in carbohydrate metab- 
olism may be accentuated in paroxysms, but usual- 
ly, if it is severe enough for the patient to have 
diabetic symptoms, glycosuria and high blood sugar 
levels are constantly present, as they were in these 
2 patients. A high blood sugar level during attacks, 
sometimes followed by glycosuria, is common in 
patients with pheochromocytoma, and such pa- 
tients may have a diminished glucose tolerance— 
though they have not been considered as diabetics, 
as was the case in the 4th patient. Surgical removal 
of the tumor led to considerable improvement of 
diabetic symptoms in all 4 patients, but the glucose 
tolerance test still showed considerable intolerance 
of carbohydrates in 2 patients, while it reverted 
rapidly to normal in 1. A systematic search for sim- 
ilar cases (including determination of the excretion 
of pressor amines in the urine) was made by the 
authors among 1,100 patients with diabetes mellitus 
attending the diabetic clinic of the University Col- 
lege Hospital in London, and 2 additional possible 
cases were found. 

The mechanism by which pheochromocytoma 
may cause diabetes is uncertain. It is considered 
that the high plasma concentration of epinephrine, 
and to a much smaller extent of arterenol, causes a 
rise in blood sugar by accelerating glycogenolysis 
in the liver. This may well increase the rate of 
secretion of insulin by the pancreas and occasional- 
ly produce a temporary or permanent exhaustion 
of the islets of Langerhans. It is also possible that 
epinephrine may antagonize insulin by its action on 
the anterior pituitary gland, causing an increased 
secretion of corticotropin and thus indirectly stim- 
ulating the secretion of hydrocortisone. Insulin 
sensitivity tests carried out in one patient with 
diabetes caused by pheochromocytoma showed 
insulin resistance, thus affording indirect evidence 
of an increase in insulin antagonists. The insulin 
requirements are usually greatly decreased within 
24 hours after removal of the tumor, and the pa- 
tients may be completely cured of their diabetes. 
Pheochromocytoma should be suspected in any 
diabetic patient with severe hypertension and in 
any hypertensive diabetic patient with unusual 


Treatment of Strongyloidiasis: New Drugs. |. Asfora 
and M. A. Maranhao. Rev. brasil. med. 15:325-330 
(May) 1958 (In Portuguese) [Rio de Janeiro]. 


The incidence of strongyloidiasis varies between 
9 and 17% among the population of Brazil. The 
classical treatment, which consists in the intraduo- 
denal instillation of 40 cc. of a 1% methylrosaniline 
chloride (gentian violet) solution, gives a recovery 
rate of less than 10% of the cases. Brazilian re- 
searchers recently reported good results from the 
intraduodenal instillation of methylrosaniline solu- 
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tion by the following technique: 1. An Einhorn 
sound is passed through the nose into the duo- 
denum and left in place for 20 minutes. 2. A solu- 
tion containing 60 Gm. of Panemax (a papain prepa- 
ration) in 250 cc. of distilled water is then instilled, 
followed by the instillation of a vial of hyaluroni- 
dase. 3. Two or 3 minutes later 40 ce. of a 1% 
methylrosaniline solution is instilled. 4. The intra- 
duodenal sound is removed 3 minutes later. Papain 
acts as a mucolytic substance by exposing the duo- 
denal mucosa to the action of the methylrosaniline 
solution, whereas hyaluronidase favors diffusion of 
the solution over the mucosa. 

Twenty patients with  strongyloidiasis were 
treated by this technique at the clinic of the faculty 
of medicine of the University of Recife. The pa- 
tients were between the ages of 20 and 40 years. 
Sixteen patients tolerated the treatment well, but 
4 vomited. The treatment was repeated in 2 of the 
4 patients who vomited. As a result of the treat- 
ment the clinical symptoms of duodenal parasitism 
disappeared, and examination of feces at late in- 
tervals proved the absence of nematodes of the 
strongyloides genus. The patients in whom good 
results were obtained included 3 with strongyloidi- 
asis alone, 3 with strongyloidiasis and ascariasis, 
and 6 with strongyloidiasis and infection with 
other intestinal parasites. The authors conclude 
that the combination of papain, hyaluronidase, and 
methylrosaniline gives better results than any other 
treatment for the cure of duodenal strongyloidiasis 
and ascariasis (80%). When the treatment is re- 
peated after a failure, the good results are 100%. 
Intolerance showed only in vomiting of the drugs; 
pain or any other unpleasant symptoms did not 
occur. The treatment is practical, economical, and 
well tolerated. 


Systemic Lupus Erythematosus Simulating Acute 
Surgical Condition of the Abdomen. V. E. Pollak, 
W. J. Grove, R. M. Kark and others. New England 
J. Med. 259:258-266 (Aug. 7) 1958 [Boston]. 


The authors present observations on 14 patients 
in whom abdominal symptoms developed that were 
severe enough to suggest a surgical emergency. In 
all 14 patients the diagnosis of systemic lupus 
erythematosus was made on the basis of clinical 
observation and laboratory data. In all but 4 pa- 
tients the diagnosis was confirmed by histological 
study of kidney specimens obtained either by 
biopsy or at autopsy. The clinical picture varied 
considerably from patient to patient. In 10 patients 
the abdominal illness was the result of vascular 
lesions (“lupus vasculitis”) in the submucosa and 
subserosa of the intestine and its appendages and 
of vascular lesions in the retroperitoneal, peripan- 
creatic, and periadrenal connective tissues. In some 
these lesions were widespread; in others they were 
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localized. It was not surprising, therefore, to find 
that many different clinical diagnoses were made in 
these patients, such as acute appendicitis, acute 
cholecystitis, perforating peptic ulcer, volvulus, 
paralytic ileus, obstruction of the small intestine, 
severe gastroenteritis, parametritis, infection of the 
broad ligament, and infective peritonitis. All 10 
patients complained of abdominal pain, which in 5 
was dull and persistent and either involved the 
entire abdomen or was limited to the lower abdo- 
men. The most frequent roentgenologic finding was 
distention of the large or the small intestine or both. 
A single attack of acute abdominal symptoms oc- 
curred in 5 paitents, and 2 or more attacks occurred 
in the other 5. The problems presented by these 
patients and the disease causing their illness are 
illustrated in case histories. 

A clinical diagnosis of pancreatitis was made in 
4 of the 14 patients. In the 3 who died, lesions were 
found post mortem in the pancreas and elsewhere 
in the abdomen. In one of these patients acute 
pancreatitis developed when the patient already 
was severely ill with renal failure due to lupus 
glomerulonephritis. The serum amylase level was 
elevated, suggesting that there was true necrosis 
of the pancreatic acini. This was confirmed at 
autopsy. The lesions in the pancreas did not appear 
to result from systemic lupus erythematosus. The 
large arteries of the pancreas were the seat of 
polyarteritis nodosa in one case. In the other, the 
small arteries and arterioles were occluded by 
platelet thrombi—typical of thrombotic thrombo- 
cytopenic purpura. In neither was there necrosis 
of the pancreatic acini, nor were the serum amy- 
lase levels elevated. Both patients had definite 
clinical and pathological evidence of systemic 
lupus erythematosus. The details of the clinical 
illness and pathological findings in one of these 
patients are presented. 

The differential diagnosis of acute surgical con- 
dition of the abdomen due to systemic lupus erythe- 
matosus could be made with some confidence when 
the patient had concurrent involvement of other 
organs by the lupus and particularly when there 
was an abnormal urinary sediment and leukopenia. 
Even when a diagnosis of acute abdominal emer- 
gency from this cause has been made, it must be 
remembered that in such cases intercurrent, un- 
related acute abdominal emergencies may develop. 
Exploratory surgery should not be undertaken 
lightly, for the trauma of the operation may result 
in a further deterioration of the patient’s already 
serious clinical state. When this diagnosis is made, 
the patient should be treated vigorously with 
adrenal corticosteroids, and the drug should be 
given by the intravenous route if necessary. The 
authors found that the acute abdominal symptoms 
improved within 24 or 48 hours of the start of treat- 
ment with large doses of adrenal corticosteroids. 
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SURGERY 


Persistent Post-traumatic Fluid Fistulas: Anatomo- 
clinical and Therapeutic Study of 20 Cases. J. 
Calvet, G. Lazorthes, A. Ribet and Y. Lacomme. 
Presse méd. 66:1305-1307 (Aug. 2) 1958 (In French) 
[Paris]. 


Fractures of the base of the skull are often com- 
plicated by a transient escape of cerebrospinal 
fluid through a natural opening in the face. Per- 
sistence of such a flow for more than a week, how- 
ever, is rare and indicates the existence of an 
osteomeningeal fistula. Conservative treatment, 
which consists in keeping the patient as quiet as 
possible in a recumbent or semirecumbent position, 
in reducing the fluid intake, and in giving anti- 
biotics (especially penicillin), both systemically and 
in aerosol form, sometimes results in a definitive 
cure of the fistula but does not always eliminate 
the danger of meningitis or cerebral abscess. 

Spontaneous cures usually take place within the 
first 10 days after the injury but may occur later, 
especially when the fluid escapes through the ear. 
Conservative treatment, however, should not be 
continued for more than about 3 weeks because 
of the serious nature of the infectious complica- 
tions to which patients with osteomeningeal fistulas 
are always subject. Meningitis may appear long 
after an apparent cure of the fistula (22 months in 
one of the authors’ 20 patients) and is no less severe 
then than when it develops promptly. Immediate 
surgical treatment is indicated only in patients 
with an open fracture of the frontal sinus, but con- 
servative treatment may have to be abandoned in 
favor of early operation if meningitis develops or if 
the flow is so abundant that there is a danger of 
cerebral collapse. 

A unilateral frontal flap usually provides ade- 
quate access to the lesion. Closure of the osteo- 
meningeal opening can be secured in most cases by 
packing with fragments of muscle: one is applied 
to the internal aspect of the dura mater, and an- 
other, coated with sulfonamide powder and peni- 
cillin, is used to fill the opening in the bone. This 
method of closure, which has been used exclusively 
during the last 5 years, has apparently produced 
better results than those obtained earlier when 
other methods and materials were tried. 


Surgery for Congenital Coronary Artery Arterio- 
venous Fistulae. E. H. Fell, M. Weinberg Jr., A. S. 
Gordon and others. A. M. A. Arch. Surg. 77:331-335 
(Sept.) 1958 [Chicago]. 


The authors report on an 18-year-old girl and 3 
boys, aged 14 months, 3 years, and 9% years, re- 
spectively, who were operated on for anomalous 
coronary arteries entering directly into the venous 
system. In the girl, a large anomalous branch of 
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the left coronary artery communicated with the 
outflow tract of the right ventricle, but the condi- 
tion was not associated with an aneurysm of the 
artery or ventricle. In the 2 older boys the right 
coronary artery with a diffuse aneurysm communi- 
cated directly with the right ventricle. In the 14- 
month-old boy the large right coronary artery 
emptied into an aneurysm at the apex of the right 
ventricle. The anomalies in these 4 patients were 
believed to be congenital. The histories of the 3 
bovs revealed cardiac murmurs heard as early as 
the ages of 1, l'2, and 7 months respectively. De- 
velopment was normal in each patient. All the 
children showed cardiac enlargement, and a ma- 
chinery murmur was heard at the apex or to the 
right of the sternum in each patient. The catheteri- 
zation studies revealed a left-to-right shunt into 
the right ventricle. Angiocardiograms and aorto- 
grams localized the lesions and were diagnostic in 
the youngest and in the oldest boy in whom the 
condition was correctly diagnosed before the sur- 
gical intervention; in the 3-year-old boy the pre- 
operative diagnosis was one of rupture of the sinus 
of Valsalva into the right ventricle. In the girl, who 
did not have angiocardiographic studies, the con- 
dition was believed to be a patent ductus arteriosus 
before the surgical intervention. 

Surgical correction of the anomalies was success- 
ful in all 4 patients; the fistulas were closed and 
the aneurysms resected. Normal cardiac function 
resulted in all the patients, and no left-to-right 
shunt exists. These findings suggest that patients 
with a coronary artery arteriovenous fistula tolerate 
well closure of the fistula and excision of the 
aneurysms of the artery or ventricle or both. 


A Study of the Treatment of 637 Patients with 
Trigeminal Neuralgia. D. Ruge, R. Brochner and 
L. Davis. J. Neurosurg. 15:528-536 (Sept.) 1958 
[Springfield, IIl.]. 


The authors report on 373 female and 264 male 
patients, between the ages of 15 and 89 years, with 
trigeminal neuralgia. Fifteen patients had the onset 
of pain before they reached their 25th year, and 7 
noted their symptoms after they were 80 vears old. 
The right side of the face was the site of pain in 
393 patients, the left side in 228, and 16 had bi- 
lateral pain. Spontaneous remissions of pain for 
periods of 18 months to 7 years were observed. 
Extradural preganglionic neurotomy by way of the 
middle fossa, according to Frazier’s technique 
modified by Adson, was performed on 627 of the 
637 patients. Complete sensory section was carried 
out in 556 patients. Partial selective root section 
spared the sensory innervation of the eye in 65. 
The motor root was preserved in 206 patients. 
There were 4 operative deaths, caused, respectively, 
by meningitis, subdural hematoma, hemorrhage, 
and pulmonary infarct. 
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Transient ipsilateral facial paresis constituted an 
early postoperative complication in 41 patients, re- 
quiring commonly 1 to 4 weeks for recovery. Con- 
tralateral facial paresis with prompt recovery was 
observed in 1 patient, transient lateral rectus muscle 
palsy was experienced by 5 patients, and transient 
parotitis occurred in 1 patient. Continuous post- 
operative follow-up was possible in 513 patients, 
303 of whom did not have latent postoperative 
complications or unfavorable results. Conjunctival 
infection occurred in 39 patients and corneal ulcera- 
tion in 19; enucleation of the injured eye was re- 
quired in 6 of the latter. Postoperative paresthesias 
were observed in 104 patients, and miscellaneous 
disturbances in 40. Two patients committed suicide, 
each of them 8 years after the surgical intervention. 

Extradural preganglionic neurotomy is the most 
effective surgical procedure for the treatment of 
trigeminal neuralgia. Properly performed, the op- 
eration is an anatomic one which gives relief from 
excruciating pain. Most patients, if properly pre- 
pared psychologically before the operation for the 
loss of sensation, which must be incurred for the 
permanent relief of pain, do not suffer from pares- 
thesias which interfere with their lives. Corneal 
ulceration occurs only after direct trauma to an 
insensitive cornea and is not the result of a trophic 
loss, independent of injury. Facial weakness and 
herpes of the lips, which may occur immediately 
after the operation, are caused by excessive and 
unnecessary handling of the ganglion in the latter 
instance and by elevation of the dura mater from 
the floor of the middle fossa too far posteriorly in 
the first instance. Patients are usually confined to 
the hospital for 7 to 10 days. 


Experiences in the Surgical Treatment of Aortic 
Isthmus Stenoses (Report on 120 Operated Cases). 
K. Kremer, H. Hilke and K. H. Willmann. Arch. 
klin. Chir. 288:513-525 (No. 6) 1958 (In German) 
[Berlin]. 


In an earlier report the authors discussed the 
clinical aspects and the surgical treatment of steno- 
sis of the aortic isthmus, but since then the number 
of patients with this defect whom they subjected to 
surgical treatment increased to 120. On the basis of 
their observations they feel that the customary 
classification of aortic isthmus stenosis in infantile 
and adult forms merely on the basis of anatomic 
factors is not satisfactory, because the functional 
effects of the ductus arteriosus Botalli (direction of 
the shunt) is of decisive importance. The situational 
relationship of the stenosis to the ostium of the 
ductus arteriosus and the absence or presence of a 
collateral circulation have generally been regarded 
as the classical differentiating characteristics be- 
tween the 2 forms. Thus, it is assumed that in the 
infantile form the lower part of the body is supplied 
with blood by way of the ductus arteriosus, which 
is excessively dilated and terminates poststenotical- 
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ly, whereas in the adult form the collateral circula- 
tion is well developed because of the prestenotic 
ostium of the ductus. 

The authors observed types of aortic isthmus 
stenosis that were intermediate between these 
forms. An adult form and infantile forms, with and 
without collateral circulation, are presented. A 
6-year-old girl was observed, who had_ isthmus 
stenosis and a maximally dilated ductus arteriosus 
with poststenotic ostium; there was no collateral 
circulation, but despite this there existed a left-to- 
right shunt with extreme pressure increase in the 
lesser circulation. The division of the ductus re- 
duced the pulmonary hyptertension immediately, 
and correction of the moderate isthmus stenosis 
normalized the pressure in the systemic circulation. 

The authors emphasize that patients with steno- 
sis of the aortic isthmus require surgical treatment. 
The only contraindications are severe impairment 
of the cardiac function, subacute endocarditis or 
aortitis, and age over 45 years. The prognosis is 
unfavorable when other congenital defects are com- 
bined with the stenosis of the aortic isthmus. The 
aim of the operation is always the direct anastomo- 
sis according to the technique of Gross-Crafoord; 
however, it should not be forced at the risk of an 
insecure suture. Transplantations should be re- 
stricted to a minimum. 


Preparatory Treatment and Operation in Bilateral 
Bronchiectasis. F. Spath. Arch. klin. Chir. 288:505- 
512 (No. 6) 1958 (In German) [Berlin]. 


Resection in patients with bronchiectasis has 
proved to be one of the most gratifying operations 
of the thoracic surgeon. This applies particularly 
to patients with unilateral bronchiectasis. Bilateral 
involvement has been reported in from 20 to 40% 
of patients, and while bilateral resections have 
been successfully carried out, frequently the resec- 
tion of the main focus will have such a favorable 
effect on the less seriously involved side that a 
second operation will not be necessary. The author 
observed 12 patients in whom this was the case 
and presents the history of one of these. If the 
lesions are severe on both sides, bilateral resection 
will be necessary, but the operation should be 
done first on the more severely involved side. 

The results of bilateral resection are favorable, 
provided that certain essential steps are followed 
in orderly sequence: (1) exact localization of the 
bronchiectatic lesions by a special bronchographic 
technique; (2) careful testing of the respiratory and 
circulatory function by spirometry, bronchospiro- 
metry, oximetry, and spiro-ergometry; (3) effective 
and prolonged local and systemic preparatory treat- 
ment, consisting in sanitization of chronic foci of 
suppuration, normalization of the blood and of the 
fluid, electrolyte, and protein economies, also psy- 
chotherapy and the administration of vitamins; (4) 
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proper evaluation of the indications for the opera- 
tion, and meticulous surgical technique; and (5) 
systematic and effective after-treatment. 

In the preparatory treatment, serial endoscopic 
suctioning off, irrigation, and instillation of pre- 
tested sulfonamides and of antibiotics proved valu- 
able. In a 19-year-old girl with a particularly severe 
form of bilateral bronchiectasis, additional climato- 
therapy (sojourn at an elevation of 1,200 meters 
[3,900 ft.]) proved helpful. A double suction drain- 
age forces the expansion of the residual lung. The 
application of a depot (long-acting) anesthetic to 
the irritated intercostal nerves near the surgical 
wound will facilitate painless expectoration im- 
mediately after the patient awakens. All measures 
that promote expectoration should be employed. 
Continuous observation of the patient will make 
possible early recognition of dangerous atelectasis 
in the residual lung. If atelectasis has developed, 
endoscopic suctioning off of the bronchial tree 
should be instituted at once in order to reinflate the 
remaining lung, because, should atelectasis persist, 
new ectatic processes will develop. 


Tuberculosis of the Breast: Report of 25 Cases. 
T. T. Yeh. Chinese M. J. 77:63-69 (July) 1958 (In 
English) [Peking]. 


The author reports on 1 man and 24 women, be- 
tween the ages of 17 and 45 years, with tuberculosis 
of the breast. The right breast was involved in 15 
of the 25 patients, and the left in 11; 1 patient had 
bilateral involvement in successive stages. The 
outer-upper quadrant was the most common site 
of the lesion. The interval between noticing a pain- 
less lump and obvious local infiltration was usually 
1 to 2 months. This fact is of practical significance 
in early recognition. The duration of the disease 
in most of the patients varied from several months 
to 2 years. In cases of long duration, the lesion 
being deep and its development insidious, the 
patient was not aware of it, but even in these pa- 
tients a detailed history might have facilitated dif- 
ferential diagnosis from cancer and nonspecific 
mastitis. In the early stages the margin of the 
tubercular lesion was indistinct on palpation, and 
the breast was usually not enlarged. After a quies- 
cent period the lesion gradually enlarged, and hard 
and soft areas occurred with irregular margins. At 
this time the tissues and skin surrounding the mass 
were infiltrated and adherent. There was mild 
tenderness, swelling, and reddish discoloration of 
the skin. Deviation of the axis of the nipple was 
observed in 9 patients in whom the mass was close 
to the areola. A huge cold abscess, with pus dis- 
charging from the nipple, was observed in 3 pa- 
tients in whom the mass softened and manifested 
a cystic sensation. As a rule, constitutional symp- 
toms were absent. The general condition was either 
good or average in 21 patients. 
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Tuberculosis of the breast is usually not accom- 
panied by active tubercular lesions elsewhere in 
the body. The principal routes of infection are 
p:obably through the blood stream and the lym- 
phatic system. Pregnancy, lactation, secondary in- 
fection, and trauma are important stimulating fac- 
tors. Tuberculosis of the breast is a localized proc- 
ess, and early diagnosis and treatment can bring 
about complete cure. The early stage of lesions of 
the nodular type may be treated conservatively by 
employing supportive measures and by adminis- 
tration of antituberculous drugs before and after 
operation. In the series presented early excision 
prevented spread of the disease and resulted in 
satistactory healing of the lesions in 9 patients. 
When the tuberculous process involves more than 
one-third of the breast in patients with confluent 
and scirrhous-type lesions, simple mastectomy com- 
bined with preoperative and postoperative admin- 
istration of antituberculous drugs is the treatment 
of choice. Antituberculous drugs and other anti- 
biotics may be used simultaneously for the treat- 
ment of secondary pyogenic infections. For the 
treatment of tuberculosis of the breast complicated 
by external fistulas, early simple mastectomy is 
advocated. According to the author 7 patients sub- 
jected to this treatment obtained satisfactory re- 
sults. 


Idiopathic Retroperitoneal Fibrosis: A Condition 
Involving the Ureters, the Aorta, and the Inferior 
Vena Cava. E. Hackett. Brit. J. Surg. 46:3-9 (July) 
1958 [Bristol, England]. 


The disorder becoming known as “idiopathic 
retroperitoneal fibrosis” consists of a dense flattened 
plaque of fibrous tissue which lies immediately 
anterior to the bodies of the lumbar vertebrae and 
the fascia covering the front of the iliopsoas muscles. 
It can extend across the midline, surrounding the 
great vessels, or may be on one side only. It may 
be confined to the level of the kidneys, to the brim 
of the pelvis, or to an intermediate area. In the 14 
men and 6 women, between the ages of 23 and past 
60, whose cases were collected from the literature, 
the plaque of fibrous tissue always enveloped and 
progressively constricted some or all of the struc- 
tures which lie in the same site—the ureters, the 
aorta, the inferior vena cava, and the common iliac 
vessels. The histological reports showed the plaque 
to be composed of normal fibroblasts and collagen 
with some foci of cells of chronic inflammatory 
type; it had the general nature of a scar or keloid 
and not that of a fibroma or fibrosarcoma. 

The author reports 2 additional cases of this dis- 
order in 2 men, aged 40 and 54 years. The younger 
of the 2 died, and autopsy revealed the lesion to 
be fully developed. In the second patient, laparot- 
omy revealed the lesion to be in an early or abor- 
tive stage. These 2 cases bring the total of those 
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reported to 22. Surgical treatment was carried out 
in all except 1 patient. Of the 21 patients operated 
on, successful dissection to free the ureters or kid- 
ney was carried out in 12, 3 were subjected to 
nephrostomy only, 2 had nephrectomies, and 4 had 
diagnostic laparotomies. Irradiation treatment was 
given to 3 patients; the doses were 600, 840, and 
4842 to 6000 r. There was apparent improvement 
in 2 patients, but no improvement or histological 
change occurred in 1. So far no satisfactory cause 
has been proposed for the condition. The author 
believes that in some, and perhaps in most cases, 
it is produced by organization of a hematoma or 
of a fibrinous effusion. The treatment should be 
surgical. 


Acute Pancreatitis and Hyperdiastasuria after Par- 
tial Gastrectomy. S. Wallensten. Acta chir. scan- 
dinav. 115:182-188 (No. 3) 1958 (In English) [Stock- 
holm]. 


The author reports an analysis of the incidence 
of fatal acute pancreatitis and the occurrence of 
hyperdiastasuria after gastric resection (Billroth 
types I and II) in patients with peptic ulcer. In a 
series of 1,769 Billroth II resections there were 12 
deaths caused by acute postoperative pancreatitis, 
while in a comparative series of 605 Billroth I re- 
sections there were no deaths attributed to acute 
postoperative pancreatitis. Hyperdiastasuria oc- 
curred in 18 patients (16%) after 117 Billroth II 
resections and in 5 patients (9%) after 55 Billroth I 
resections. The difference in the incidence of hyper- 
diastasuria after the Billroth I and II resections is 
not considered significant. Whether there is pene- 
tration of the ulcer into the pancreas does not seem 
to affect the incidence of postoperative pancreatic 
disturbances. Thus, operative treatment may be 
extended and need not be limited to palliative re- 
section. Although the etiology of postoperative pan- 
creatic disturbance (acute pancreatitis and hyper- 
diastasuria, respectively) is still relatively obscure, 
analysis of the data would seem to indicate that 
their cause is related in some way to the operative 
method. Duodenal and afferent loop stagnation are 
adjudged as being of importance in the etiology of 
postoperative disturbances after Billroth II gastric 
resections. 


Studies During the Immediate Postoperative Period 
Following Total Body Perfusion. E. C. Matthews, 
L. C. Clark, F. K. Edwards and others. A. M. A. 
Arch. Surg. 77:313-318 (Sept.) 1958 [Chicago]. 


The authors carried out physiological studies 
during perfusion and the immediate postoperative 
period in 10 consecutive patients, between the 
ages of 1 and 15 +-2ars, who were operated on for 
various congenital cardiac defects. Results showed 
that, if patients are perfused with fully oxygenated 
blood of normal pH at a rate which yields venous 
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oxygen saturation in excess of 50%, metabolic 
acidosis does not occur. There is no need to per- 
fuse at alkaline pH’s in anticipation of ensuing 
metabolic acidosis or to administer alkali during 
the postoperative period. In the postoperative 
period, a more or less constant pattern for all the 
patients appeared from the intermittent arterial 
sampling. Initial pH values were usually low, the 
lowest being 7.25, but they showed a steady rise, 
so that most were normal by 3 hours and all were 
within the range of normal by 6 hours. The carbon 
dioxide contents initially were elevated and _re- 
mained so during the sampling period. The carbon 
dioxide pressure likewise was initially elevated but 
showed a tendency to fall during the sampling 
period. The over-all picture was one of mild respira- 
tory acidosis. 

Thus, postoperative respiratory acidosis, com- 
parable to that reported in patients undergoing 
thoracotomy for procedures not involving perfu- 
sion, may occur, but it is mild and of short dura- 
tion. Sudden postoperative deaths, ascribed by 
other workers to oxygen toxicity, did not occur in 
these patients, and evidence of oxygen toxicity was 
not observed in these or other patients who were 
consistently perfused at arterial oxygen tensions 
ranging between 500 and 550 mm. Hg. The po- 
tential hazard of producing oxygen bubbles in the 
patient's arterial system exists, since the solubility 
of oxygen in blood is decreased with increasing 


temperatures; it is, however, obviated if the blood 
in the pump-oxygenator is maintained at the tem- 
perature of the patient's blood. 


Acute Necrotizing (Pseudomembranous) Entero- 
colitis. A. W. Kay, R. L. Richards and A. J. Watson. 
Brit. J. Surg. 46:45-57 (July) 1958 [Bristol, England]. 


The authors report on 1 woman and 15 men, 
between the ages of 27 and 67 years, with acute 
necrotizing (pseudomembranous) enterocolitis. Of 
the 16 patients, 14 had been subjected previously 
to abdominal operations, and the enterocolitis oc- 
curred in them as a postoperative complication. 
The operation which most frequently preceded the 
condition was gastrectomy. The enterocolitis was 
associated with heart disease in the remaining 2 
patients. The outstanding clinical feature of the 
16 patients was the rapid development of a state 
of irreversible acute peripheral circulatory failure. 
Diarrhea was an inconstant feature, but it was 
sometimes severe. Symptoms occurred within 2 to 
6 days after the surgical intervention, and all the 
patients died within 48 hours of the onset. 

Autopsy which was performed on all 16 patients 
revealed that necrosis of the intestinal mucosa, as- 
sociated with thrombotic occlusion of the related 
capillaries and venules, was the most prominent 
pathological feature. The changes may be wide- 
spread, localized, or focal in distribution, and they 
may occur in any part of the small or the large 
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intestine and occasionally in the stomach. Super- 
ficial inflammatory exudation was not a constant 
finding, although in many patients it did constitute 
a distinct pseudomembrane. Concerning the causa- 
tion and pathogenesis of the disease, the authors 
were unable to confirm the concept that a vaso- 
motor disturbance associated with shock may be a 
causal condition. Before ascribing a causative sig- 
nificance to antibiotics, it should be noted that 
necrotizing enterocolitis was recognized, particular- 
ly as a postoperative complication, for many dec- 
ades before their introduction. The hypothesis that 
necrotizing enterocolitis is directly due to infection 
of the intestine by enterotoxin-producing strains of 
Staphylococcus pyogenes var. aureus must be re- 
garded as unproved, and there is considerable cir- 
cumstantial evidence against the acceptance of this 
concept. Staphylococcic enteritis and acute necrotiz- 
ing enterocolitis are probably not directly related, 
although they may occur together. Attention should 
be paid to the possibility that other bacteria, such 
as varieties of Clostridium welchii, might be the 
cause of acute necrotizing enterocolitis; the possi- 
bility that the disease may be due to a virus infec- 
tion should also be considered. In the postoperative 
cases the clinical diagnosis between acute necrotiz- 
ing enterocolitis and high obstruction of the small 
intestine is difficult; immediate laparotomy _ is, 
therefore, advised. Treatment for shock and _ the 
administration of erythromycin and adrenal hor- 
mones have so far proved ineffective. 


Internal-Mammary-Artery Ligation for Angina Pec- 
toris: Its Failure to Produce Relief. R. G. Fish, T. F. 
Crymes and M. G. Lovell. New England J. Med. 
259:418-420 (Aug. 28) 1958 [Boston]. 


The authors report on the results of bilateral 
internal mammary artery ligation in a group of 24 
selected patients with moderate or severe angina 
pectoris. All the patients were males, ranging in 
age from 32 to 64 years. In 22 patients the diagnosis 
of angina pectoris was made on the basis of a 
classic history, with transient electrocardiographic 
ST-segment or T-wave changes accompanying pain, 
or electrocardiographically proved transmural myo- 
cardial infarction at some time in the past. The 
character, duration, and progression of pain, re- 
quirements of glyceryl trinitrate (nitroglycerin), 
exercise tolerance, and occupational history were 
carefully noted. Eleven patients (46%) had previous 
transmural myocardial infarction; 10 (42%) had 
angina decubitus on admission. In 20 of the 24 
patients on whom internal mammary artery ligation 
was performed, there was an initial marked im- 
provement in the immediate postoperative period, 
which lasted for approximately 10 to 60 days. This 
period of improvement was marked by electro- 
cardiographic stability, an increased exercise toler- 
ance, and a reduction in the quantity of glyceryl 
trinitrate required. This improvement was partic- 
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ularly dramatic in patients who entered the hos- 
pital with angina decubitus and who continued to 
have occasional episodes of rest angina up to the 
time of operation—an improvement which in the 
light of subsequent findings is difficult to explain. 
Two patients died during the subsequent follow-up 
period, one patient succumbing 3 months after op- 
eration of bronchopneumonia complicating influ- 
enza, the other death occurring 5 months after 
operation as a direct result of coronary artery dis- 
ease. In most of the remaining patients there was 
definite regression, with development of recurrent 
angina. The condition was such that at the time 
of writing there were only 4 patients who in their 
own opinion experienced moderate improvement 
and 2 who believed that they were slightly im- 
proved. In the remaining 18 patients the anginal 
syndrome resumed its preoperative course. Wheth- 
er or not the survival time of these patients has 
been increased by an operation that failed to alter 
svmptoms is an interesting speculative aspect of 
this and other surgical attempts to revascularize 
the myocardium. 


Citrate Intoxication: A Clinical and Experimental 
Study. J. Ludbrook and V. Wynn. Brit. M. J. 2:523- 
528 (Aug. 30) 1958 [London]. 


+ 


The authors report on 3 men, between the ages 
of 24 and 55 vears. and on a 44-year-old woman 
who were operated on with the aid of hypothermia 
for the following conditions: an aortic thrombosis 
extending up to the level of the renal arteries (2), 
an aortic aneurvsm situated in the region of the 
llth to 12th thoracic vertebrae, and a hemangioma 
of the liver with associated cirrhosis. In the course 
of the operation the 4 patients were given infusions 
of citrated blood, and high plasma citrate levels 
occurred during the infusions. One patient died 
with signs attributable to citrate intoxication. These 
observations induced the authors to study the 
metabolism of the infused citrate in dogs and in 
normal persons. A linear relationship between the 
rate of infusion of citrate and the rise in plasma 
citrate level was observed in normal men and dogs. 
For each 1 mg. of citrate infused per kilogram of 
body weight per minute, the rise in plasma citrate 
level was about 20 mg. per 100 cc. in dogs and 
12.5 mg. per 100 cc. in man. By using a constant 
infusion technique, it was shown that in dogs about 
40% and in man about 20% of the infused citrate 
was excreted in the urine, and the remainder was 
metabolically destroyed. In both dog and man 
lowering the body temperature to 28 or 29 C (82.4 
or 84.2 F) by surface cooling (hypothermia) was 
shown to reduce the rate of metabolic destruction 
of citrate by 30 to 40%. 

From these findings it would seem that the in- 
fusion of citrated blood at less than 1 pt. (540 cc.) 
in 5 minutes in an adult is unlikely to cause a 
dangerous rise in the plasma citrate level, provided 
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that the rate of citrate metabolism is not reduced. 
However, in metabolically abnormal patients, with 
liver disease or with anuria, in those whose body 
temperature has been rendered abnormally low, 
or in those with impaired liver circulation or ap- 
plication of clamps to the thoracic or the high ab- 
dominal aorta, the ability to clear the plasma of 
citrate may be so impaired as to make high plasma 
citrate levels a real danger. If there are good re- 
sons for suspecting that a high plasma citrate level 
is the cause of otherwise unexplained hypotension 
or cardiac arrhythmia, calcium chloride should be 
given. Prevention is possible in planned surgical 
procedures when blood may have to be given 
rapidly (and when one or more of the circumstances 
which depress the rate of clearance of citrate from 
the plasma are present) by having available blood 
collected without the use of citrate. 


Surgical Treatment of Pulmonary Valvular Stenosis. 
J. Pliego. Gac. méd. México 88:481-505 (July) 1958 
(In Spanish) [Mexico, D. F.]. 


Twenty-four patients with a diagnosis of con- 
genital pulmonary valvular stenosis were observed 
at the Instituto Nacional de Cardiologia, of Mexico 
City, between 1952 and 1958. Nine patients had 
pure pulmonary valvular stenosis, and 15 had this 
malformation with interatrial communication (Fal- 
lot’s trilogy). The interventricular septum was 
normal in all the patients. One patient died of 
ventricular fibrillation in the course of transven- 
tricular exploration of the pulmonary valve before 
valvulotomy. In the remaining 23 patients the 
treatment consisted of a valvulotomy, alone or with 
closure of the gap in the interatrial septum. In the 
group of patients with pure pulmonary valvular 
stenosis, there was no operative mortality from 
either transventricular or transatrial valvulotomy. 
One patient died one week after transatrial valvu- 
lotomy of purulent pericarditis. In the group of pa- 
tients with Fallot’s trilogy, there were 2 operative 
deaths from transatrial valvulotomy: One patient 
died of cerebral anoxia during extracorporeal oxy- 
genation, and the other of arrest of the heart dur- 
ing hypothermia. Two other patients with Fallot’s 
trilogy died after transventricular valvulotomy, 4 
hours and 4 days, respectively, after the operation. 
One patient died of cerebral anoxia, and the other 
of acute insufficiency of the left heart. Eight pa- 
tients with the pure valvular malformation and 10 
with Fallot’s trilogy are living, more than 4 years 
having elapsed since the operation. 

Preoperative and postoperative clinical observa- 
tions and the results of electrocardiograms and of 
roentgenograms of the chest and of angiography, 
as well as the results obtained from catheterization 
of the right heart, proved that the transatrial tech- 
nique is far superior to the transventricular 
technique. In patients with pure pulmonary val- 
vular stenosis the increase in oxygen saturation of 


MEDICAL LITERATURE ABSTRACTS 


J.A.M.A., Nov. 22, 1958 


the peripheral arterial blood was more marked 
after the transatrial than after the transventricular 
operation, and the gradient of systolic pressure 
between the right ventricle and the pulmonary 
artery was either normal or greatly improved. In 
patients with Fallot’s trilogy the results of the op- 
eration with either technique were fair. Oxygen 
saturation of the peripheral blood increased from 
87 to 93%. Evaluation of either technique is diffi- 
cult, because the results of the operation depend 
on the severity of the predominant malformation, 
either valvular or septal. The author concludes that 
the ideal operation for pulmonary valvular stenosis 
alone or with Fallot’s trilogy is transatrial valvu- 
lotomy, which permits opening of the arterial valve 
down to the ring or else resection of a segment of 
the valvular apex. Transatrial valvulotomy prevents 
damage to the right ventricle during the operation. 
It is not followed by cardiac insufficiency or by 
postoperative mortality. The systolic pressure in 
the ventricle becomes normal or almost normal. 
The systolic pressure of the pulmonary artery in- 
creases. The interatrial gap is easily closed under 
direct vision. In cases of Fallot’s trilogy, with the 
lesser circulation maintained by ventricular hyper- 
tension in the presence of a small foramen ovale, 
the correction of the valvular condition alone re- 
sults in controlling the lesser circulation. Exclusion 
of circulation in cases of pure pulmonary valvular 
stenosis should be made with the patient under 
hypothermia, unless there is an infundibular le- 
sion, and in this case the extracorporeal oxygena- 
tion should be used. In cases of Fallot’s trilogy, 
transatrial valvulotomy under extracorporeal cir- 
culation facilitates correction of both the interatrial 
‘and the septal malformations in a short time. The 
period of extracorporeal circulation should never 
exceed 8 minutes for the correction of each ab- 
normality. Transatrial valvulotomy is indicated in 
all patients with pulmonary valvular stenosis or 
with Fallot’s trilogy. The patients regain a normal 
status after the operation. 


The Conservative Treatment of Hemangiomas in 
Infants and Children. H. M. Blackfield, F. A. Tor- 
rey, W. J. Morris and B. V. A. Low Beer. J. Internat. 
Coll. Surgeons 30:255-261 (Aug.) 1958 [Chicago]. 


Spontaneous involution of hemangiomas of in- 
fancy and childhood was reported in the literature 
as early as 1888, although it was not until the ap- 
pearance of Lister’s paper in 1938, in which he 
reported a clinical study of 97 children with in- 
voluting hemangiomas, that adequate attention was 
focused on this phenomenon. During the 4 years 
of the present study, in which the authors wished 
to verify the occurrence of spontaneous involution 
and to observe its various stages, they were im- 
pressed by the fact that the lesions in patients 
undergoing treatment were involuting in the same 
manner as the untreated ones, thereby casting 
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serious doubt upon the effectiveness of treatment. 
The following classification has been devised to 
differentiate between the involuting and the non- 
involuting type of hemangioma: (1) involuting (in- 
fants)—superficial, combined (superficial and deep). 
and deep; and (2) noninvoluting (adults)—port-wine 
stain (nevus fammeus) with or without subsequent 
growth, true cavernous with or without subsequent 
growth, and venous racemose aneurysms and arte- 
riovenous fistulas. 

When surgical treatment is forced by parental 
pressure and is attempted during the growing 
phase of the large involuting type of hemangioma, 
the tumor can rarely be completely excised, and 
growth will continue in the residual vascular tissue 
until the latent period is reached. If operation is 
delayed until involution has commenced, a more 
conservative excision can be accomplished, as the 
vascular tissue will involute spontaneously. Plastic 
surgical measures are necessary to remove the resi- 
dual disfigurements of the large hemangioma; how- 
ever, such procedures, when performed a number 
of years after the involution of a large hemangioma, 
are much simpler and less dangerous than when 
attempted in infancy. Radical methods of treatment 
that may damage or prevent the growth of normal 
tissues are contraindicated. 


The Management of Vascular Tumors. K. L. Ste- 
phenson. J. Internat. Coll. Surgeons 30:229-248 
(Aug.) 1958 [Chicago]. 


Until such a time as criteria are available that 
will permit definitive differentiation of the aggres- 
sive from the regressive angiomatous tumors, these 
tumors are best managed by surgical excision. Sur- 
gical excision should be undertaken at the first 
appearance of the tumor so far as the welfare of 
the patient is concerned. Excision can often be 
accomplished with the patient under local anes- 
thesia or, on an outpatient basis, under brief gen- 
eral anesthesia. Management of these neoplasms is 
minimized in the event of early surgical interven- 
tion, which prevents extension and complication of 
the growth. In the present series no recurrence was 
noted after surgical excision, despite the fact that 
many of the patients were operated on during a 
period of tumor growth. 


Forcible Blood and Fluid Injection into the Arterial 
System for Patients in Terminal States. V. P. Ra- 
dushkevich. Vestnik khir. 81:15-19 (Aug.) 1958 (In 
Russian) [Leningrad]. 


The author evaluates the method of forcible blood 
and fluid injection developed by V. A. Negovski in 
the treatment of terminal cases. The method con- 
sists of injection under pressure of blood and blood 
substitutes into the peripheral arteries or into the 
ascending aorta. The author reports on 224 patients 
who when dying were treated by this method. The 
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treatment was successful in 47.2% of the patients, 
in 29.5% the response was transient only, and in 
23.1% there was no response. Twenty-four of the 
patients were treated by blood transfusion into the 
aorta; 9 of these have recovered, the transient im- 
provement only of the remaining 15 being due to 
injuries which were incompatible with life. Of the 
40 neurosurgical patients in severe shock, with 
blood pressure readings of 40 to 50 degrees of 
mercury column, 18 have recovered. In 11 cases 
of clinical death, 6 patients have recovered, and of 
3 patients in the agonal state, 1 has recovered. The 
author advocates forcible intra-arterial blood trans- 
fusion in general surgical practice and in severe 
neurosurgical cases. 


Intraosseous Blood and Plasma Transfusion in 
Children. N. P. Lapshina. Vestnik khir. 81:42-44 
(Aug.) 1958 (In Russian) [Leningrad]. 


The author reports on intraosseous blood and 
plasma transfusion in 118 infants and children, 
whose ages ranged from birth to 14 years. In the 
majority of the cases operative shock or hemorrhage 
required blood transfusion. The quantity of the 
transfused blood and plasma varied from 30 to 
200 cc. In 84 of the patients the superior tibial 
metaphysis was used, in 61 the inner malleolus, 
and in 12 the exterior condyle of the femur. The 
author emphasizes that in young children the 
sternum should not be employed for this purpose. 
The intraosseous administration of blood and 
plasma was found to be very effective as an anti- 
shock measure and is advocated by the author as 
the method of choice for blood transfusion in 
infants and in children. 


Early Surgical Correction of Inguinal Hernias in 
Infancy and Childhood. W. B. Kiesewetter. A. M. A. 
]. Dis. Child. 96:362-367 (Sept.) 1958 [Chicago]. 


The author reports on the results of 453 inguinal 
herniorrhaphies: 410 (91%) of this series were in 
boys; 43 (9%) were in girls. The right side was 
involved in 41%, the left in 19%, and both sides in 
40%. Although both the direct and the indirect 
types of inguinal hernias are possible in children 
as in adults, the indirect variety is the only one that 
is of significance, as 99.6% of the 453 inguinal her- 
niorrhaphies reported were of that type. Two possi- 
bilities exist in the pathogenesis of indirect 
inguinal hernia: 1. The processus vaginalis may 
never go on to complete fusion. 2. A closed pro- 
cessus vaginalis may be wedged open by an increase 
in intra-abdominal pressure. In either event a com- 
munication exists between the peritoneal cavity 
and the inguinal-scrotal area. 

The age at onset of symptoms in 130 (54%) of the 
243 patients whose parents replied was 6 months 
or less. Twenty-four of the 453 patients were ad- 
mitted to the hospital because of an incarceration; 
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16 of the infants were under one year of age. Six 
of the patients required emergency surgery as the 
incarceration could not be reduced. There were 
only 2 recurrences in the 243 patients followed up, 
a rate (0.8%) that compares favorably with the 5 
to 10% recurrefice in adults. Only 4 of the patients 
had even slight asymmetry between the testes. 
Complications from the procedure were of 3 types: 
wound infections (8); “collodion burns” (2); and 
iatrogenic cryptorchidism (2). Of the 6 courses sup- 
posedly available for the correction of inguinal 
herniation—permitting spontaneous resolution; as- 
piration in the event of hydrocele; injection of 
sclerosing agents; preoperative medication, eleva- 
tion of the foot, and application of an ice bag to 
the affected area; wearing of trusses; and surgery— 
the latter is, in the opinion of the author, the only 
rational and correct method of therapy for the 
condition. 


NEUROLOGY & PSYCHIATRY 


“Sodium Chloride Plombage” Used for Prevention 
of Complaints After Lumbar Puncture. G. Harrer. 
Medizinische, no. 29/30, pp. 1132-1133 (July 26) 
1958 (In German) [Stuttgart, Germany]. 


During the past year the author performed 136 
lumbar punctures in the neurological department 
of the District Hospitals in Salzburg, Austria. 
Immediately after the puncture, 10 to 20 cc. of 
isotonic sodium chloride solution, depending on 
the amount of the removed cerebrospinal fluid, was 
injected into the epidural space. By this technique, 
drainage from the puncture point, the main cause 
of a patient's complaints after the puncture, was 
prevented. The epidural sodium chloride plombage 
acts as a liquid cushion, which prevents the escape 
of cerebrospinal fluid from the spinal space into the 
epidural space. The method is simple, free from 
risk, and may be performed without notable ex- 
penditure of time and money. Only 3 of the 
136 lumbar punctures were followed by mild 
complaints. The same satisfactory results were ob- 
tained with 100 lumbar punctures performed ac- 
cording to the same method at the neurological 
clinic of the University in Innsbruck, Austria. 


Suicidal Poisoning. F. G. Norbury. Illinois M. J. 
114:99-101 (Sept.) 1958 [Chicago]. 


Suicidal deaths occur in the United States at the 
rate of 17,000 per year. Although ingestion of 
poisons ranks below firearms and hanging as causes 
of suicide, poisonings account for about 80 suicidal 
deaths a year in Illinois. Most suicidal attempts do 
not end in death, and they frequently go unre- 
ported, so that no accurate figures are available as 
to their incidence. Every hospital emergency room 
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has experience with such cases; they form an im- 
portant segment of emergency medical practice. 
Friends or relatives usually bring poisoned indi- 
viduals under medical observation before death 
supervenes, and suicidal poisoning usually can be 
successfully treated. Patients who attempt suicide 
with barbiturates and other hypnotic drugs usually 
obtain these drugs on prescription. These patients 
often make the rounds of several physicians and 
clinics and accumulate several prescriptions before 
the attempt is made. With the recent increasing 
popularity of newer sedatives and ataractic drugs, 
suicide attempts with these products will occur 
more frequently. Attempts have been reported with 
glutethimide (Doriden), meprobamate (Miltown, 
Equanil), and chlorpromazine (Thorazine). 
Because suicide attempts so frequently involve 
the use of prescription drugs, the medical profes- 
sion must bear some of the responsibility for their 
prevention. The possibilities of a suicidal trend 
should be considered in patients whose symptoms 
are of an emotional nature or are vague. Evidences 
of depression, impulsive behavier, obsession with 
insomnia, deficiencies in judgment, and alcoholism 
are all signs that should lead to wariness in pre- 
scribing large doses of sedatives. Care in prescrib- 
ing involves limitations on amount and on refills. 
The patient-physician relationship may be a power- 
ful factor in suicide prevention. Patients often wel- 
come the chance to talk about their depression and 
suicidal thoughts if the opportunity is offered them 
by the physician. When suicidal trends are sus- 
pected, it is imperative to inform a member of the 
family of the risk, and it may be necessary to have 
the family control the supply of drugs. The method 
of attempted suicide may offer clews to the person- 
ality of the patient and act as a guide to therapy. 


Aneurysms of the Middle Cerebral Artery: A Re- 
port on 52 Cases. G. af Bjérkensten and H. Troup. 
Acta chir. scandinay. 115:153-159 (No. 3) 1958 (In 
English) [Stockholm]. 


During the years from 1937 to 1956, 184 patients 
with intracranial aneurysms were admitted to the 
department of neuro-surgery of the Finnish Red 
Cross Hospital in Helsinki. Of the 184 patients, 52 
had aneurysms of the middle cerebral artery, 27 
of which were on the left side and 21 on the right. 
Two patients had bilateral aneurysms. One patient 
had aneurysms of the right middle ‘cerebral and 
left pericallosal arteries, and another had bilateral 
middle cerebral aneurysms with a third aneurysm 
of the left pericallosal artery. Thirty-five of the pa- 
tients were subjected to surgery—carotid ligature 
was not done in any instance—and the remaining 
17 patients were treated conservatively. Fifty-one 
of the patients had shown the typical clinical pic- 
ture of subarachnoid hemorrhage, and this finding 
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was confirmed by lumbar puncture in 43. Eighteen 
patients had no focal neurological signs; 22 patients 
were or had been at one time hemiplegic or hemi- 
paretic; and in 2 patients (1 of whom was hemi- 
plegic), who exhibited hemianopsia, a temporal 
expansion was found at angiography. In all 23 pa- 
tients with focal signs the aneurysm was found on 
the contralateral side. Approximately half of the pa- 
tients exhibited definite lateralizing signs. Of the 17 
patients treated conservatively, 9 died of recurrent 
hemorrhage at the following intervals: 3 within 10 
days, another 3 within a month, | at 442 months, 
and 2 over 2 and 3 years, respectively, after the ini- 
tial hemorrhage. One patient survived, severely dis- 
abled for 2'2 vears, but with no symptoms of recur- 
rent hemorrhage, only to die of cancer of the lung. 

Four (11%) of the 35 patients operated on died. 
Postoperative angiograms performed on 21 of the 
31 surviving patients revealed that in 11 cases there 
was no filling of the aneurysm, in 5 the aneurysm 
was still filling, and in 5 others the aneurysm was 
in much the same condition as it was preoperatively. 
No patient surviving operation has died, nor have 
any had symptoms suggestive of recurrent sub- 
arachnoid hemorrhage. In 7 patients there was 
hemiparesis or hemiplegia preoperatively, and in 3 
more it was noted immediately after operation, 
while 1 other patient developed hemiplegia 15 days 
after operation. Only one patient in the entire 
group was hypertensive, although all the patients 
were over 40 years of age. Of those patients who 
had epilepsy preoperatively, 1 died, while the other 
2 have been controlled by antiepileptic medication. 
Of the 7 who had epileptic seizures postoperatively, 
6 had electroencephalographic foci in the corre- 
sponding frontotemporal region, and 1 had gen- 
eralized epileptic dysrhythmia. The authors draw 
attention to the advisability of prophylactic epi- 
leptic therapy and suggest that hypothermia will 
prove particularly valuable in this type of aneurysm 
in which, for anatomic reasons, complications will 
perhaps always be more frequent than in aneurysms 
in other locations. 


Transillumination of the Infant Head Demon- 
strated by a Case of Hydranencephaly. J. Griffiths. 
South African M. J. 32:773-774 (Aug. 2) 1958 [Cape 
Town]. 


Transillumination of the infant head is a sign 
deserving of greater prominence, inasmuch as it is 
simple to elicit and requires only a darkened room 
and a source of illumination—a pocket torch has 
been used with success. Normally, and where the 
cerebral cortex is more than 1 cm. thick, the test is 
negative, and the head does not transilluminate. 
When hydranencephaly is present or when the 
cerebral cortex is very thin, a light placed behind 
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the head in a darkened room will light up the en- 
tire head with an orange-red light, giving an ap- 
pearance rather like a Chinese lantern. The vessels 
of the scalp and the basal structures of the brain 
stand out in dark contrast to the reddish glow of 
light through the brain. 

The transillumination test was negative in one 
infant with an enlarged head, and upon admission 
to hospital it was determined that the baby was an 
early and suitable case for operation. A second 
infant showed a strikingly positive test. The patient 
—believed to be the first reported case of hydran- 
encephaly in a South African Bantu—was a plump 
infant with a large head measuring 192 in. in cir- 
cumference. An electroencephalogram showed lit- 
tle or no electric activity on the left side; on the 
right, however, high-voltage delta activity was 
recorded. Five months later the child had shown 
no neurological improvement, irritability had in- 
creased, and the head had enlarged to a circum- 
terence of 22%2 in. 


Paragonimiasis of Central Nervous System: Ob- 
servations on 76 Cases. Y. C. Shih, Y. H. Ch’en and 
Y. C. Chang. Chinese M. J. 77:10-19 (July) 1958 (In 
English) [Peking]. 


The authors report on 1 female and 75 male pa- 
tients with paragonimiasis of the central nervous 
system, who were admitted to the neurological 
service of the First Medical College in Shanghai be- 
tween 1951 and 1955. Paragonimiasis is a parasitic 
disease caused by the lung fluke, Paragonimus 
westermani. The lung was involved in all 76 pa- 
tients, who had cough, hemoptysis, and chest pain. 
The brain was involved in 71 patients, whose 
symptoms consisted of headache, epileptic seizures, 
and motor disability. The site of predilection was 
the temporal lobe. The spinal cord was involved 
in 8 patients, 3 of whom also had involvement of 
the brain. Of 69 patients subjected to roentgen-ray 
examination of the skull, only 9 showed abnormal 
findings, with osteoporotic lesions in the dorsal 
region of the sella turcica and enlargement of the 
hypophysial fossa, indicating increased cranial 
pressure. Two patients had a discernible side-to- 
side shift of the calcified pineal gland. Pneumo- 
encephalographic studies revealed evidences of a 
mass-occupving lesion mixed with various degrees 
of brain atrophy in many patients. While pneumo- 
encephalography was of great diagnostic impor- 
tance, cerebral angiography was of little aid in the 
diagnosis of the disease. 

Thirty-one of the 76 patients were subjected to 
33 operations. Complete resection of the lesion was 
performed in 12 patients, and an adult worm was 
found in 8 of these; in 2 of 12 patients in whom 
partial resection was done, an adult worm was 
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detected. Four patients died in the immediate post- 
operative period, and 2 others died after 6 months 
and 1 year, respectively, the causes of death being 
apparently unrelated to the operation. Of the 25 
surviving patients, 14 were well without much 
handicap, 3 had occasional epileptic attacks, and 8 
were seriously crippled. Of the 40 patients not op- 
erated on because of relative mildness of clinical 
symptoms, inability to localize the lesion, or wide 
spread of brain atrophy, 2 died. Of the 38 surviving 
patients, 7 were markedly disabled, 6 had repeated 
epileptic attacks, and 25 had headache, impairment 
of vision, or some other neurological symptoms. 
Adult worms were found in 15 (40.5%) of 37 pa- 
tients either in the course of the surgical interven- 
tion or at autopsy. These findings support the 
concept that involvement of the central nervous 
system by paragonimiasis is due to direct invasion 
by the worm rather than to egg embolism for 
which no evidence was found. The authors agree 
with other workers that an adult worm is able to 
migrate within the host, and they believe that, in 
case of brain involvement, the path of entry of the 
worm is through the carotid canal. The anatomic 
proximity of the carotid canal to the basal portion 
of the temporal lobe, the site of predilection of the 
brain lesion, is emphasized. All the patients had 3 
or 4 courses of emetine and chloroquine therapy 
before they were operated on; yet, in their brains 
living worms were still present. Hence, to remove 
the worms and, thus, protect the nerve tissue from 
further damage, surgical treatment is required. 
Surgical treatment is contraindicated in patients 
with focal or diffuse brain atrophy, in those in 
whom the disease focus is so extensive that com- 
plete resection is impossible, and in the acute 
meningoencephalitic stage of the disease. 


GYNECOLOGY & OBSTETRICS 


The Stein-Leventhal Syndrome: A Curable Form 
of Sterility. I. F. Stein Sr. New England J. Med. 
259:420-423 (Aug. 28) 1958 [Boston]. 


The Stein-Leventhal syndrome consists of a his- 
tory of secondary amenorrhea and sterility, the 
finding of bilateral and symmetrically enlarged 
ovaries, and the excretion of normal amounts of 
17-ketosteroids and follicle-stimulating hormone in 
the urine. In approximately 30% of the patients 
there is a varying degree of hirsutism; there is no 
virilism. The breasts are smaller than normal in 
50% of the patients, and there is uterine hypoplasia 
in 75%. The direct diagnosis of the Stein-Leventhal 
syndrome rests upon the history and upon physical 
and pelvic findings corroborated by or first revealed 
by one of the following visual methods of diagnosis: 
(1) gynecography (pneumoroentgenography); (2) 
culdoscopy; (3) colpotomy; and (4) laparotomy. 
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Trials in patients with the Stein-Leventhal syn- 
drome with endocrine therapy, roentgenotherapy, 
and no treatment at all have failed to result in 
permanently restored reproductive function. By 
proper wedge resection more than 85% of the pa- 
tients in the author’s series have been rendered 
ovulatory, as proved by the occurrence of pregnan- 
cy, and the fertility has been maintained through- 
out the woman’s normal reproductive span. The 
operation is essentially one of decompression of 
the ovaries rather than the removal of ovarian 
tissue. In all probability simple incision and punc- 
ture or multiple punctures alone may render a 
favorable result. Seventy-one of 96 patients were 
included in follow-up studies, from the standpoint 
of fertility, with the following results: 1. Sixty-three 
patients (88.7%) became pregnant one or more 
times. 2. One hundred forty-three pregnancies re- 
sulted; with 119 live births, including 4 sets of 
twins. 3. Two patients were undelivered at the 
time of this report. 4. Twenty-four patients had 
either miscarriages or stillbirths. In this series there 
were no ectopic pregnancies, no carcinoma of the 
endometrium, and no recurrence of bilateral poly- 
cystic ovaries. Although menses were restored in 
95% of the women after surgical resection of the 
ovaries, one patient was amenorrheic for an entire 
year; she then began to menstruate spontaneously 
and has continued to do so regularly. Selectivity of 
patients for wedge resection is of prime importance. 
Neither the complaint of sterility nor amenorrhea 
alone is sufficient basis in itself to justify surgical 
intervention. 


Carcinoma of the Cervical Stump. J. C. Ullery and 
B. V. Bisca. Am. J. Surg. 96:360-364 (Sept.) 1958 
[New York]. 


Despite the low mortality and morbidity of total 
hysterectomy today, the incidence of carcinoma of 
the cervical stump after supracervical or subtotal 
hysterectomy remains practically unchanged from 
that of 10 or 15 years ago. During the past 18 years 
82 patients with cancer of the cervical stump have 
been seen among a total of 1,027 patients treated 
for cervical cancer. Of these 82 cases, 58 (70.7%) 
were “true” cases and 24 (29.3%) were “coincident” 
cases of carcinoma of the cervical stump, the “coin- 
cident” cases being defined as those in which the 
diagnosis was made within 2 years from the time 
of supracervical hysterectomy, and it was inter- 
preted that cancer existed at the time of the original 
operation. If the malignant lesion was manifested 
after that time, it was listed as a “true” case and 
was presumed to have developed after the opera- 
tion. Thus, in nearly one-third of the cases in 
which the diagnosis of cervical stump carcinoma 
was established, the malignancy was present when 
the initial operation was performed. 
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The ages of the 82 patients ranged from 32 to 78 
years, with a mean average of 52 years. Thirty 
(36.6%) of the 82 patients had never been pregnant. 
The latter figure is surprising, as parity has seemed 
to have more than a casual relationship to cervical 
carcinoma. The ages at which the nulliparous pa- 
tients had their supravaginal hysterectomies per- 
formed varied from 18 to 52 years, and 10 of the 
nulliparous patients had undergone subtotal hyster- 
ectomy before the age of 30, which may help to 
explain the low fertility of the entire group but 
leaves unexplained the indications for subtotal 
hysterectomy in this age group. The majority of 
the subtotal hysterectomies were performed for 
uterine fibroids. More than one-half (49) of the 
patients classified (International Classification) fell 
into the stage 2 and stage 3 categories, showing the 
degree to which the cancer had progressed beyond 
the limits of the cervix by the time the patient had 
made hey initial visit to the clinic. Only 5 of the 
stage 2 patients have survived, 3 of them for 5 
years or more. Each of the 3 is living with disease, 
complicated by rectovaginal fistula in the first and 
third patients and by colostomy and chordotomy 
in the second. Only 1 of the 11 patients with stage 
4 cancer is living 4 years after treatment and with 
disease complicated by colostomy and chordotomy. 
The total 5-year survival rate for the 82 patients 
has been 35%. 

The therapy given to the 82 patients was basically 
radiation, consisting of either radium or radiocobalt 
(Co*’) administered intravaginally and usually fol- 
lowed by external radiation; several patients re- 
ceived Co“ intracervically. In recent years selected 
patients have received intravaginally administered 
Co"’, followed by radical cervicectomy and bilateral 
pelvic lymph-node excision. When hysterectomy is 
indicated, the only operation justified is total hys- 
terectomy, as this method offers the only absolute 
method of eradicating carcinoma of the cervical 
stump. In all patients on whom hysterectomy is to 
be performed, a thorough study of the cervix by 
cytological and biopsy methods and the routine 
dilatation and curettage of the fundus and cervical 
canal must be done. 


PEDIATRICS 


School Epidemics of Tuberculosis. R. Mande, A. 
Herrault, P. Loubry and C. Bouchet. Semaine hdp. 
Paris 34:1837-1842 (June-July) 1958 (In French) 
[Paris]. 

Epidemics of tuberculosis have changed greatly 
in recent years. Infection occurs at a much higher 
age than before, and tuberculosis has become rare 
in small children except in cases of direct family 
contamination. In contrast to this general tendency, 
collective contamination of children in schools has 
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become more common and often has such an ex- 
plosive spread that these group infections have 
been called “school epidemics of tuberculosis.” 
These collective school epidemics have increased 
in recent years in France. From the epidemiologic 
point of view this fact is not surprising. The epi- 
demic spread of tuberculosis is only possible if 
most of the population concerned has never been 
exposed to Mycobacterium tuberculosis, and this 
is now largely true of children of school age in 
France. Tuberculosis in school epidemics is char- 
acterized by the appearance of the disease in an 
unusually large number of children, by the rela- 
tively short time within which the cases occur (an 
average of 8 weeks), and by the frequency of 
severe forms. It is to be noted that no instance of 
collective contamination was observed when the 
children in a school had been vaccinated with BCG. 

The origin of the tuberculous infection was es- 
tablished in 19 of 25 school epidemics studied by 
the authors. In 10 of these outbreaks, it could be 
traced to the teacher, in 8 to a pupil, and in 1 toa 
member of the auxiliary personnel. The knowledge 
that group contamination may occur in schools 
makes regular examination of both pupils and mem- 
bers of the teaching staff essential. 


Study of the Medullary Iron in the Course of Acute 
Rheumatic Fever in Children. M. Bernheim, C. 
Mouriquand and D. Germain. Semaine hdp. Paris 
34:1813-1871 (June-July) 1958 (In French) [Paris]. 


This study of medullary iron in patients with 
acute rheumatic fever is based on 119 myelograms 
obtained from 87 children, ranging in age from 5 
to 15 years. The acute stage of rheumatic fever is 
marked by a fall in the number of sideroblasts, 
contrasting with an increase in extraerythroblastic 
iron, which is often considerable. Normalization of 
the medullary iron level occurs when the inflam- 
matory process subsides, either spontaneously or, 
even more often, as a result of therapy. The changes 
observed in the present series were particularly 
distinct in the initial stage of the disease, i. e., the 
first 10 days after the onset of the articular mani- 
festations. The restoration of the medullary iron 
to normal was found in 46 myelograms obtained 
after treatment with deltacortisone or hydrocorti- 
sone, given in the usual doses, for from 1 to 8 weeks. 
The sideroblast level was equal to or higher than 
20% in 39 of the 46 patients (84.8%). The extra- 
cellular iron was considerably reduced: in 34 pa- 
tients it was normal (0 to 1+-); in 10, 2+-; and in 2, 
3+, which was the highest level observed. 

The significance of these changes in the medul- 
lary iron becomes clear in the light of studies by 
many workers on iron metabolism in the course of 
infection. These studies show that in the presence 
of inflammation iron is blocked in the reticuloen- 
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dothelial system; it is turned aside from its normal 
end, which is hematopoiesis. Cytological studies of 
medullary iron by the prussian blue reaction have 
illustrated this phenomenon in patients with acute 
rheumatic fever, showing that iron cannot pene- 
trate into the interior of the erythroblast in the 
acute stage of the disease and that, therefore, it 
accumulates in the reticular cells of the marrow. 
Normal utilization of iron is restored when the in- 
flammatory process disappears. 

The rapid normalization of medullary iron under 
the influence of corticoid therapy brings up the 
question of corticoid hormone intervention in iron 
metabolism. Recent studies seem to show that the 
principal action of the corticoid hormones is to 
facilitate iron absorption by the cells able to use 
them. According to this, corticoid therapy would 
act directly on the sideroblastic changes. In any 
case, the rapid suppression of the inflammatory 
process remains the primary factor in the normaliza- 
tion of medullary iron. Comparison of the level of 
medullary iron with that observed in the course of 
experimental acute scurvy reveals a striking simi- 
larity and suggests that the changes in patients with 
acute rheumatic fever may be explained by a de- 
crease in ascorbemia. The possibility that there is 
a relation between vitamin C deficiency and rheu- 
matic fever has already been mentioned by several 
workers. 


Septicemia of the Newborn. W. L. Nyhan and 
M. D. Fousek. Pediatrics 22:268-278 (Aug.) 1958 
[Springfield, IIl.]. 


The authors reviewed the records of all infants, 
less than 30 days of age, who were admitted to the 
pediatric service of the Grace-New Haven Com- 
munity Hospital in New Haven, Conn., between 
January, 1933, and July, 1957, and from whom 
positive blood cultures were obtained. From these 
patients 70 boys and 36 girls were selected, in 
whom a diagnosis of neonatal septicemia was made 
according to Silverman and Homan’s criteria for 
sepsis of obscure origin in the newborn infant. 
Males predominated in a ratio of 2 to 1. The mean 
age at onset was 9.6 days. Twenty-five of the 106 
patients were less than 48 hours of age at onset. 
The results of blood cultures showed that the dis- 
tribution of causative agents in recent years dif- 
fered from that observed before 1944. During the 
period from 1933 to 1943 the beta-hemolytic, group 
A, streptococci were predominant infecting or- 
ganisms, while between 1944 and 1957 infections 
with coliform organisms were the most common, 
although group A streptococcic infections con- 
tinued to occur. Significant numbers of those pa- 
tients observed in the last 15 years were found to 
be infected with Pseudomonas aeruginosa and with 
beta-hemolytic streptococci of groups other than A. 
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Fever, abdominal distention, jaundice, and enlarge- 
ment of the liver were the most common clinical 
manifestations suggesting sepsis. However, in most 
patients the clinical picture was one of general, 
rather vague systemic illness. The serious nature 
of neonatal septicemia and the difficulty of early 
diagnosis were emphasized by the over-all mor- 
tality rate of 72% (76 of the 106 patients). 

Rapid institution of antibacterial therapy is essen- 
tial, for infants with septicemia often die before 
definitive bacteriological results of blood cultures 
are available. Vigorous search for the infecting 
organism is imperative; if the infecting organism 
is known at the time of instituting therapy, the 
choice of the antibiotic is simplified. The drug of 
choice in patients with streptococcic and pneu- 
mococcic sepsis is penicillin; patients infected with 
coliform organisms are best treated with a broad- 
spectrum antibiotic, such as chloramphenicol or a 
tetracycline, with or without additional administra- 
tion of streptomycin. For the initial treatment of 
severe staphylococcic infections, a combination of 
either chloramphenicol or erythromycin with a 
bactericidal drug, such as penicillin or streptomy- 
cin, would appear to be indicated. The general re- 
sistance of Ps. aeruginosa to most antibacterial 
agents is such that in the presence of this organism 
the use of polymyxin B combined with a broad- 
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for initial therapy. The use of relatively large doses 
in initial antibiotic therapy is suggested by the 
rapidly fatal nature of the disease and the fre- 
quency of infection with resistant strains. Intensive 
therapy should be continued until the patient is 
free of signs and symptoms of infection and blood 
cultures are negative. 


Eczema Vaccinatum. A. H. Reynolds and H. A. 
Joos. Pediatrics 22:259-267 (Aug.) 1958 [Spring- 
field, Ill.]. 


The authors report the cases of 8 boys and | girl, 
between the ages of 2 months and 4 years, who 
were admitted to the Children’s Hospital of Los 
Angeles with eczema vaccinatum. In only one of 
the children was the condition a complication to 
direct smallpox vaccination; in the others it was 
the result of contact between a child with atopic 
eczema and a recently vaccinated child, usually a 
sibling. Suddenly appearing umbilicated pustules 
and vesicles, limited in distribution to areas of 
atopic eczema on which they are superimposed, in 
an acutely ill child with fever and lymphadenop- 
athy, are almost diagnostic of eczema vaccinatum 
or eczema herpeticum. Umbilicated lesions do not 
occur with mere secondary bacterial infection. 
Eczema herpeticum cannot be reliably distin- 
guished from eczema vaccinatum by the character 
and distribution of the lesions or by the course of 
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the illness. History of direct contact with a recent 
vaccination (3 to 21 days) or with a recent typical 
infection of herpes simplex is strong presumptive 
evidence for the specific cause. Hyperimmune vac- 
cinia gamma globulin is now available for specific 
therapy. In the authors’ series it was given intra- 
muscularly in doses of 0.6 to 1 cc. per kilogram of 
body weight. Two of the 9 patients died. The 
others recovered without further complications, 
except one patient who suffered significant scarring 
of the face and resolved iridokeratitis. 

Because of the serious nature of eczema vacci- 
inatum the following steps are recommended for 
prophylaxis: 1. No child with atopic eczema or 
other skin disease should be vaccinated. 2. No 
child should be vaccinated if any member of his 
family has eczema or other skin disorder. 3. Parents 
of children with eczema should be notified at the 
onset of the disease of the danger from vaccination 
contact. 4. If a sibling of a child with atopic eczema 
is vaccinated, he must be completely separated 
from that child for at least 21 days. 5. Forms used 
by state and local health departments for parents’ 
consent to vaccination should include an appro- 
priate warning of the contraindications. 6. Eczema 
vaccinatum should be a reportable disease. 7. Pa- 
tients recently vaccinated must be excluded from 
pediatric wards containing patients with atopic 
eczema, Other diseases of the skin, burns, or heal- 
ing surgical incisions. 8. Vaccination may be recom- 
mended at 2 months of age, especially for babies 
from strongly allergic families. 


Clinical Signs of Neonatal Tetany: With Especial 
Reference to Their Occurrence in Newborn Babies 
of Diabetic Mothers. W. S. Craig. Pediatrics 22: 
297-308 (Aug.) 1958 [Springfield, IIl.]. 


The author describes the occurrence of hypo- 
calcemic tetany in 7 newborn infants. All the babies 
were born prematurely, 6 of them to mothers with 
a history of diabetes mellitus. The mother of the 
7th infant was obese and had a prediabetic type of 
glucose tolerance curve. Clinical signs of tetany 
appeared within 24 hours of birth. They were 
severe in 5 infants and mild in 2. Significantly low 
concentrations of calcium were determined in the 
serums obtained from the 5 infants with severe 
clinical manifestations of tetany; the lowest value 
observed was 2.6 mg. per 100 cc. In the 2 babies 
with mild clinical tetany the concentrations of 
calcium in the serum were also low but less dra- 
matically so than in the more severely affected 
infants. 

In discussing differential diagnosis of tetanic 
from nontetanic convulsions, clinical signs related 
to the presence of hyaline membrane, hypogly- 
cemia, intracranial injury, and meningitis are con- 
sidered. An observation of value is that in newborn 
babies, in whom hyaline membrane is later demon- 
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strated at autopsy, respiratory embarrassment is 
detectable within about one hour of birth. In this 
series respiratory distress, occurring as part of the 
tetanic syndrome, did not appear at the earliest 
until some 6 to 12 hours after birth. The respiratory 
embarrassment in the infants with tetany was inter- 
mittent and lacked the insidious deterioration seen 
in premature babies with extensive hyaline mem- 
brane formation. Low concentrations of sugar in 
the blood were observed in only 1 of the 7 infants. 
In many respects the abnormal signs attributed by 
earlier workers to hypoglycemia resembled those 
associated with hypocalcemia in the 7 children. 

The differential diagnosis of tetany from cerebral 
disturbance due to stress of birth is not always easy, 
and the 2 conditions may occur simultaneously in 
the same infant. In none of the infants did the cir- 
cumstances of delivery suggest that the infant had 
been subjected to excessive or unusual stress, ex- 
cept insofar as all the infants with tetany were 
premature. Features of the hyperactive phases seen 
in the babies with tetany, distinguishing these 
phases from convulsions due to intracranial trauma, 
were their frequent onset in the absence of stimuli 
and immediately after a sudden apneic attack, the 
development of generalized neuromuscular excita- 
bility with no rhythmic movement pattern, and the 
expulsion of small masses of meconium. An unnat- 
ural quietness and almost absolute stillness fol- 
lowed periods of generalized neuromuscular agita- 
tion; this sudden change from wild excitability to 
silent immobility was not seen in any other neonatal 
condition. The possibility of intracranial infection 
was confidently excluded, since in each infant re- 
covery was rapid and complete in the absence of 
antibiotic therapy. 

Hypocalcemic tetany probably occurs with a 
significant frequency in babies newly born to 
mothers with diabetes mellitus. The occurrence of 
hypocalcemic tetany apparently is favored by the 
temporary decline which normally occurs soon after 
birth in the concentration of calcium in the serum, 
more particularly in premature babies. The dis- 
turbance of the normal maternal hormonal adjust- 
ments to pregnancy, and especially of adreno- 
pituitary function in diabetic mothers, may be a 
determining factor. 


Treatment of Tuberculous Meningitis of Children 
with the Exclusion of the Subarachnoid Method of 
Therapy. A. N. Shvedova. Pediatriva 36:23-25 (Aug.) 
1958 (In Russian) [Moscow]. 


Shvedova reports on 32 children with tuberculous 
meningitis, who were treated with phtivazid (a 
vanilyl derivative of isoniazid) and with PAS by 
mouth and with streptomycin given intramuscu- 
larly. The drugs were not given by the subarach- 
noidal route. The improvement in the general state 
of the patients took place at an earlier date than 
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it did in the children previously treated by the 
subarachnoidal route. The intoxication decreased, 
the temperature returned to normal, the meningeal 
symptoms disappeared, and the cerebrospinal fluid 
returned to normal. There were no complications. 


Hyperthyroidism in Children. J. S. Hyde, M. A. 
Halpin and I. P. Bronstein. Illinois M. J. 114:45-51 
(Aug.) 1958 [Chicago]. 


The authors report on 10 girls and 1 boy with 
hyperthyroidism, who were between the ages of 3 
and 12 years at the time of onset of symptoms and 
were treated at the pediatric endocrinology clinic 
of the University of Illinois College of Medicine. 
Diagnosis was unequivocal in every patient, al- 
though the severity and symptomatology varied. 
All the patients had an enlarged thyroid gland and 
the characteristic cardiovascular manifestations of 
rapid bounding pulse and wide pulse pressure. All 
but one patient had eye signs, varying from separa- 
tion of the eyelids to frank proptosis. Confirmation 
of the diagnosis had been obtained with radioiodine 
(I'*') uptakes since 1950 and in more recent years 
with determinations of serum protein-bound iodine. 
Elevated values of serum protein-bound iodine of 
9 to more than 20 mcg. per 100 cc. were seen. 

Either propylthiouracil or methimazole was used 
in treating these patients. The starting dose of 
propylthiouracil for young children should be 50 
mg. every 8 hours. For adolescents it ranges up to 
100 mg. every 8 hours. The dose of methimazole 
is about one-tenth that of propylthiouracil. The pa- 
tients were kept in the hospital under mild sedation 
until improvement occurred—usually within 3 
weeks. However, a completely euthyroid status was 
usually not achieved for 2 to 4 months. The sub- 
sequent assessment of the thyroid status was based 
on clinical appraisal, and the dosage was regulated 
accordingly. Occasionally, over 500 mg. of propyl- 
thiouracil had to be given daily to arrest thyroid 
activity. Maintenance treatment, with doses _re- 
duced to one-half or one-third, was continued for 
6 months after the euthyroid status had been 
achieved to prevent recurrence. Three of the 11 
patients in this series are still being treated with 
propylthiouracil. All are clinically euthyroid but 
require daily doses of 350 to 450 mg. of the drug 
to maintain remission. Their I '*’ uptakes 6 months 
prior to the time of writing, and after discontinu- 
ance of therapy for 1 month, were 57, 46, and 44% 
respectively. Some exophthalmos has persisted in 
the medically treated patients, but the thyroid 
gland has been considerably reduced in size. 

If a child continues to have hyperthyroidism for 
more than one month despite attempts at medical 
control, surgery is advisable. Accordingly subtotal 
thyroidectomy was performed on 8 of the 11 pa- 
tients in this series because of nodulation of the 
thyroid, toxic reactions to the antithyroid drugs, 
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failure to maintain the euthyroid state on an out- 
patient basis, or inability to maintain adequate 
supervision of the patient after discharge from the 
hospital. Of the 8 patients operated on, 6 are now 
euthyroid; 1, however, has mild hyperthyroidism, 
and 1 has recurrent toxic states and is currently 
receiving I'*' therapy because of great emotional 
instability and failure to cooperate with medical 
management. A second operation was necessary 
in 2 patients because of recurrent thyroid nodules. 
A long-term follow-up of patients, even after sub- 
total thyroidectomy, is required. Surgical and med- 
ical opinions are divided about treatment of hyper- 
thyroidism in children. The lack of extended pa- 
tient series, the relative rarity of this disorder in 
children, and wide variations in follow-up prac- 
tices at different clinics contribute to the existing 
differences in point of view. 


Insulin-Producing Capacity of the Pancreas of Chil- 
dren with Diabetes Mellitus. R. Klein, J]. Marks and 
I. A. Mirsky. Pediatrics 22:289-296 (Aug.) 1958 
(Springfield, 


The authors determined the response of concen- 
tration of sugar in the blood to the oral adminis- 
tration of 50 mg. per kilogram of body weight of 
tolbutamide and 2 Gm. per square meter of esti- 
mated body surface of indole-3-acetic acid in 120 
children with diabetes mellitus and in children 
without evidence of metabolic disorder. These 
drugs are insulin-dependent hypoglycemic agents. 
Of the 120 children, 39 were studied during their 
initial hospitalization within 3 months after the 
diagnosis of diabetes mellitus had been made; 33 
children had had clinical diabetes mellitus for 6 to 
24 months, 23 had had it for 24 to 48 months, and 
25 had had evident disease for 48 months or more. 
The administration of tolbutamide to nondiabetic 
children resulted in a decrease in the concentration 
of sugar in the blood to 56 + 5.8% of the initial 
concentration within 30 minutes; the concentration 
of sugar increased slightly by the second hour and 
then remained at a hypoglycemic level for the next 
3 hours. The nondiabetic children given indole-3- 
acetic acid did not show statistically significant 
changes in concentration of sugar in the blood. The 
administration of either tolbutamide or indole- 
3-acetic acid to the children whose metabolic 
derangement was discovered at or shortly before 
the time of admission resulted in a marked, sta- 
tistically significant hypoglycemic response to about 
70% of the initial concentration of sugar in the 
blood. A similar statistically significant decrease in 
the concentration of sugar in the blood was ob- 
served in the children with diabetes mellitus of 6 
to 24 months’ duration who were given indole-3- 
acetic acid. The children with diabetes mellitus of 
24 or more months’ duration showed less or no 
hypoglycemic response to the standard dose of 
either agent. 
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Since children with diabetes of recent origin do 
respond to these insulin-dependent hypoglycemic 
agents, it is postulated that the pancreas is capable 
of secreting insulin early in the course of diabetes 
in young persons. This ability is gradually and 
steadily lost, so that children with diabetes of over 
2 years’ duration are almost uniformly unresponsive 
to these 2 hypoglycemic agents. The data suggest 
that, after a variable period of clinically evident 
diabetes mellitus, the pancreas of the child becomes 
exhausted and incapable of secreting insulin. 


Theoretical and Practical Questions on Chromo- 
somal Sex Determination. E. Zdansky. Ann. paediat. 
191:26-49 (July) 1958 (In German) [Basel, Switzer- 
land]. 


Some investigators of chromosomal sex determi- 
nation suggested that the sexual differences in the 
sex chromatin are caused by the differences in the 
size of the heterochromatic portions of the sex 
chromosome complexes of the nuclei of the somatic 
cells in females and males. Whereas the hetero- 
chromatic portions of 1 X-chromosome alone or of 
1 X-chromosome and 1 Y-chromosome together are 
not large enough to be differentiable from the re- 
mainder of the chromatin, the female XX-complex 
is just large enough to be recognized as the “sex 
chromatin.” Some observers cited as proof of this 
assertion the observation that the ovulum in the 
human ovary, which contains only 1 X-chromosome, 
has no sex chromatin but the surrounding follicular 
cells do have the sex chromatin. Considered from 
this viewpoint, the sex chromatin is really the con- 
globation of the heterochromatic compact portions 
of the 2 X-chromosomes of the cellular nucleus in 
the female organism. The male X-Y complex, which 
under normal conditions is too small to be differ- 
entiable from the remaining chromatin, becomes 
evident during chromatolysis. This fact must be 
considered during the practical evaluation of this 
sexual differentiation. 

The author discusses various methods employed 
in chromosomal sex determination. At least 2 
methods should be used to arrive at a reliable 
diagnosis of the genetic sex. The methods most 
easily employed in a clinic are the determination 
of chromosomal sex from the segment-nuclear leu- 
kocytes and from the epithelial cells of the buccal 
mucosa. The advantages of Feulgen staining over 
those of cresyl-violet staining are pointed out. 
Chromosomal sex determination is of particular 
importance in problems of intersexuality and in 
persons with deformities of the genitalia. The re- 
sults obtained in persons with such abnormalities 
raised the question whether the sex chromatin is 
influenced by genetic, endocrine, or other factors. 
In this connection the author gives particular at- 
tention to the “drumstick” form of the sex chromatin 
in the leukocytes. If endocrine or other factors seem 
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to exert an influence on the sex chromatin, they do 
this only indirectly by way of the nuclear mor- 
phology, because the influence becomes apparent 
only in the nuclei of the neutrophil leukocytes, not 
in the nuclei of the mucosal epithelium. 


Meningeal Hemorrhages of Weak and Premature 
Infants: New Anatomicoclinical Investigations. 
P. Giraud, J. Espinas, J. Coignet and P. Decoppet. 
Semaine hdp. Paris 34:1817-1830 (June-July) 1958 
(In French) [Paris]. 


Meningeal hemorrhage is a frequent cause of 
mortality during the first days of life in weak and 
premature infants. It was observed in 75 (15%) of 
500 infants weighing less than 2,000 gm. (4% Ib.), 
who were admitted to the Centre Hospitalier for 
weak and premature infants at Marseilles, during 
the last 5 years. Meningeal hemorrhage was re- 
sponsible for 51 of the 100 deaths due to known 
causes, and of the infants in whom this complica- 
tion occurred, 70% died. Autopsy findings in 59 
cases showed that meningeal hemorrhage is not 
caused by rupture of the large vessels or by lacera- 
tions of the dura mater but that it is the result of 
a slow escape of blood, often associated with 
edema of the central nervous system. The hemor- 
rhage originates in the pia mater, the choroid 
plexuses, and the vessels of the ventricular walls. 
The mechanism producing this accident depends 
more on the degree of debility and prematurity 
than on obstetric trauma. The clinical signs of men- 
ingeal hemorrhage consist of respiratory disturb- 
ances, rather than of neurological disorders in the 
strict sense. Vasomotor disturbances, due to the 
inability of the vegetative system to perform its 
function because it is not yet fully developed, seem 
to be responsible for the edematous and hemor- 
rhage-producing congestion of the nerve centers 
seen in the specimens. Prematurity itself, that is, 
the anatomic and functional underdevelopment of 
the nerve centers and the vegetative system, is ap- 
parently the cause of meningeal hemorrhage in the 
weak and premature infant. Other factors, such as 
trauma and anesthesia, may contribute to the fatal 
outcome, but the premature infant can be said in 
many instances to die because of the functional 
inadequacy of his nervous system. 

Therapy should be based chiefly on careful reani- 
mation, the administration of circulatory analeptics, 
coagulants, and, as adjuvants, nerve sedatives. 
Lumbar puncture and transfusions should be used 
with caution. Cortisonic remedies do not appear 
to have much effect on the course of the condition. 
Good nursing care, carried out by a well-trained 
nursing staff, is just as important as purely medical 
treatment. Preventive treatment of debility alone 
can diminish the frequency and severity of men- 
ingeal hemorrhage, which still contributes so ex- 
tensively to infant mortality statistics during the 
first days of life. 
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A Major Clinical Entity in Pediatrics: Respiratory 
House-Dust Allergy. R. Mande, A. Herrault and 
C. Thérond. Semaine hép. Paris 34:1843-1852 (June- 
July) 1958 (In French) [Paris]. 


Respiratory house-dust allergy, which is the most 
common form of respiratory allergy in the Paris 
region, may appear as rhinitis, rhinopharyngitis, re- 
current tracheitis, bronchial asthma, or true asthma. 
The condition seems to be more prevalent in boys 
than in girls; out of 308 children with this form of 
allergy, 189 (61.3%) were boys. The age of the 
children at onset varies. Disturbances are not ex- 
ceptional before the first year of life, and in 21% 
of the children of this series they began before the 
age of 6 months. Certain clinical signs, especially 
the appearance of the symptoms in the autumn 
and winter, should be sufficient to arouse suspicion 
of the allergic nature of the disturbance and should 
lead to tests with specific allergens. Intradermal 
tests are preferable to scarification, because they 
produce more distinct reactions. Examination 
should consist of thorough interrogation, clinical 
examination, a search for other allergic manifesta- 
tions, especially cutaneous ones, a study of the 
eosinophil count, and examination of the nasal 
mucosa. Treatment does not consist in desensitiza- 
tion properly speaking, but rather in “mithridatism” 
or hyposensitization. This may be produced either 
by giving injections of gradually increasing doses 
of dust extract at short intervals, or by giving ex- 
tremely weak doses of dust extract at longer in- 
tervals. The second method takes longer, but it is 
especially suitable for children, because it is gentle 
and flexible. Out of 154 children so treated, 133 
were definitely improved (86.4%); 18 were mod- 
erately improved (11.7%); and in 3 (1.9%) the treat- 
ment did not seem to influence the allergy. Thus, 
satisfactory results were obtained in more than 
80%. The success of the treatment was most strik- 
ing in the seriously ill patients with permanent 
asthma or inveterate cough, most of whom were 
able to resume their normal activities and school 
attendance. The authors emphasize the fact that, 
except in limited and definite instances, all rhino- 
pharyngeal surgical interventions, such as tonsillec- 
tomy and adenoidectomy, should be avoided in 
allergic children, because they lead to undesirable 
sequelae. 


UROLOGY 


Long-Term Treatment of Urogenital Tuberculosis 
with Triple-Drug (Aminosalyl + Streptomycin + 
Isoniazid). C. G. Hansson. Nord. med. 60:978-979 
(July 10) 1958 (In Swedish) [Stockholm]. 


The advantages of treatment of urogenital tuber- 
culosis with a combination of chemotherapeutics— 
PAS, streptomycin, and isoniazid—that are (1) lower 
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doses of the preparations can be applied and toxic 
side-effects avoided, (2) a synergetic effect results, 
presumably because the preparations have different 
points of attack on the tubercle bacilli, and (3) the 
development of resistant strains can be delayed or 
possibly prevented by the combination of thera- 
peutics. At Ravlanda Sanatorium triple-drug treat- 
ment was given for at least a year to 25 patients 
(17 men and 8 women) with urogenital tuberculosis. 
In all cases the urine reverted to normal. The av- 
erage time from the start of treatment until rever- 
sion was 2.9 months; the average time from rever- 
sion until the last guinea-pig test was 18.2 months. 
No relapses occurred during this time. The average 
time of observation from ended treatment until 
the last guinea-pig test was 6.2 months. Earlier 
experiences showed that in cases with recurrence 
the relapse, as a rule, appeared during the first 
months after ended treatment. Because of the good 
results of triple-drug therapy at Ravlanda, nephrec- 
tomy is performed only in cases where there is 
marked reduction of function in one kidney be- 
cause of extensive tuberculous changes. In 12 other 
patients (9 men and 3 women) given triple-drug 
therapy for a time, one of the preparations was 
withdrawn on account of side-effects; however, 
treatment was continued with the other prepara- 
tions for at least a year, with good effect. In a few 
patients the triple-drug treatment was not carried 
out for a year, as tubercle bacilli continued to be 
found in the urine after 6 to 8 months’ treatment, 
and another combination was applied. 


INDUSTRIAL MEDICINE 


Pneumoconiosis in Iron Miners: Chemical and His- 
tological Study. R. Even and C. Sors. J. frang. med. 
et chir. thorac. 12:374-387 (No. 4) 1958 (In French) 
[Paris]. 


A partial answer to the question whether the 
pneumoconiosis of iron miners is a siderosis, a 
silicosis, or a combination of these conditions has 
been obtained by the chemical and _ histological 
study of autopsy specimens in 12 personal unpub- 
lished cases of pneumoconiosis. The patients were 
miners who had worked exclusively in iron mines 
and who had been exposed to the danger of pneu- 
moconiosis for from 19 to 31 years (average, 23 
years). The disease was recognized, and the pa- 
tients were indemnified from 1 to 7 years before 
death in 7 of the 12 cases; in the other 5, the diag- 
nosis was established only after death. The level of 
free silica in the lungs, which is normally 50 mg. 
per 100 Gm. in a fresh specimen and 250 mg. per 
100 Gm. in a dry specimen, was twice or three 
times that amount in 6 cases, 5 of which presented 
evidence of silicosiderosis. Ferric oxide was also 
greatly increased, usually to a level 14 or 15 times 
the normal, in all 12 cases. 


ey 
‘ 


Vol. 168, No. 12 MEDICAL 
Death was caused by right ventricular insuffi- 
ciency in 7 patients, pulmonary tuberculosis in 1, 
ordinary bronchopneumonia in 1, prostatic cancer 
in 1, primary bronchial cancer in 2, and various 
conditions in 4. Right ventricular insufficiency was 
the cause of death in 5 of the 6 patients who had 
silicosiderosis and in 2 of the 6 who had siderosis. 
Sclerosis, emphysema, and siderosis were constant 
histological findings, in contrast to silicosis which 
was found in only half of the specimens. The case 
reports and the autopsy findings in these 12 pa- 
tients, as presented in this article, thus show that, 
contrary to the optimistic views commonly held, 
the pneumoconiosis of iron miners usually pro- 
gresses to death as a result of right ventricular in- 
sufficiency. It should therefore be regarded as an 
occupational disease entitling the patient to com- 
pensation. 


Pneumoconiosis from Bagasse, Cement and Agave. 
E. W. Baader. Bol. Asoc. méd. Puerto Rico 50:171- 
180 (May) 1958 (In Spanish) [Santurce]. 


Inhalation of the dust of bagasse, cement, and 
agave fibers is a frequent cause of industrial pneu- 
moconiosis. The symptoms of bagassosis may ap- 
pear as early as 8 weeks after exposure of a person 
to the dust. They consist of acute bronchitis and 
atypical pneumonia, with fever, violent cough, and 
hemoptysis. The disease may be fulminant, may 
follow a natural course to recovery of the patient, 
with or without respiratory sequelae, or may fol- 
low a slow course for 3 or 4 years to a fatal out- 
come. The disease is believed by some to be an 
allergy; by others it is considered a reaction of the 
lungs either to a foreign body or to the salicylic 
acid contained in bagasse. The author believes that 
bagassosis is a mycosis caused by fungi and spores 
living in bagasse. He isolated 8 strains of organisms 
of the Aspergillus, Rhizopus, and other genera 
from bagasse. The pathological condition of the 
lungs of rats which had been subjected to inhala- 
tion of bagasse dust consisted of a chronic inflam- 
mation and a foreign body reaction. Although 
there is no specific treatment for bagassosis, pre- 
vention of the disease by means of apparatus to 
absorb the dust in sugar factories is of value. 

Contact of cement dust with the skin may pro- 
duce abscesses, ulceration, eczema, and other 
cutaneous lesions. Working in an environment 
pregnant with cement dust may cause conjunc- 
tivitis, inflammation and ulceration of the buccal 
and nasal mucosa, and even perforation of the 
nasal septum. Inhalation of cement dust may cause 
the formation of rhinoliths and inflammation of the 
mucosa of the upper respiratory tract. Cement 
pneumoconiosis is rare. Still more rare are the 
severe forms of the disease progressing to a fatal 
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outcome. Pneumoconiosis caused by the dust from 
fibers of the agave is more frequent than it is be- 
lieved to be according to the modern literature. 


The Effect of Tractor Noise on the Auditory Sensi- 
tivity of Tractor Operators. D. M. Lierle and S. N. 
Reger. Ann. Otol. Rhin. & Laryng. 67:372-388 
(June) 1958 [St. Louis]. 


Little is known about the effect of tractor noise 
on auditory sensitivity. During a practice of oto- 
laryngology for the past several vears in a rural 
area, the authors observed a number of farmers 
with dips at 4000 cps. In some instances the ear 
history and the physical examination were normal, 
except for the probability of tractor-noise-induced 
hearing loss. This paper presents the results of a 
two-part study of the effect of tractor noise on 
auditory sensitivity: the first part deals with the 
measurement of tractor noise; the second part is 
concerned with the results of pure tone threshold 
sensitivity 80 full-time tractor 
operators. The authors consider the results of this 
preliminary study as tentative until confirmed by 
other auditory measurements. They note the fol- 
lowing points: 1. Tractor noise is sufficiently high 
in intensity to produce high-frequency hearing 
losses in tractor operators with noise susceptible 
ears if exposed over a period of several years. 2. 
The intensity of tractor noise can be reduced by 
more effective mufflers; the noise of certain tractor 
attachments also can be reduced by vibration con- 
trol methods. 3. Dips in high-frequency perception 
are more common in patients between the ages of 
30 and 60 years. 4. The absence of dips in older 
persons does not rule out the possibility of some 
noise-induced hearing loss. 5. Slightly greater losses 
occur in left than in right ears. 6. Individuals with 


measurements on 


noise susceptible ears usually experience tinnitus; 
such persons should wear ear plugs while operating 
tractors. 7. It is recommended that hearing surveys 
in the future be designed to test sensitivity at 500, 
1000, 2000, 3000, 4000, and 8000 cps in order to 
obtain more information about the frequency-in- 
tensity characteristics of dips and to learn more 
about the aging ear. 


THERAPEUTICS 


The Liberation of Morphine from Codeine in Man 
and Dog. P. Pwrregaard. Acta pharmacol. et toxi- 
col. 14:394-399 (No. 4) 1958 (In English) [Copen- 


hagen]. 


In an attempt to answer the question whether 
the analgesic action of monomethyl-morphine (co- 
deine) is due entirely or in part to conversion into 
morphine, experiments were carried out on 6 
human volunteers and on 3 dogs. The human 
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volunteers were given 50 mg. of codeine phosphate 
orally, and urine was thereafter collected over 
8-hour periods. Each of the dogs was given doses 
of 2, 20, and 40 mg. of a preparation containing 5% 
codeine per kilogram of body weight in 3 succes- 
sive experiments; the drug was given subcutane- 
ously in 2 experiments and orally in 1. Urine speci- 
mens were collected for 24 hours in 2 amounts—an 
§-hour fraction and a 16-hour fraction. Each urine 
specimen was analyzed for morphine, 1 portion 
before and 1 portion after hydrolysis, in order to 
determine both free and total morphine. About 4% 
of the administered amount of codeine was ex- 
creted as morphine in the urine of the human 
volunteers. This corresponds to a conversion into 
morphine of about 10% of the codeine. No measur- 
able amounts of free morphine were found in the 
urine. In the dogs, about 2% of the codeine was 
demethylated to morphine. After the administration 
of the largest doses of codeine, 2 to 4% of the mor- 
phine excreted was in the free form. These findings 
suggest that the pharmacological action of codeine 
is due, at least in part, to the morphine produced. 
There is much evidence to suggest that the effect 
of the resulting morphine is considerably less than 
that of the same amount of morphine injected as 
such into the organism. 


Clinical Experiences with Orisul, a Long-acting 
Sulfonamide Preparation. A. F. Essellier, H. Hun- 
ziker and R. Goldsand. Schweiz. med. Wchnschr. 
88:813-817 (Aug. 16) 1958 (In German) [Switzer- 
land]. 


The authors report on 73 patients with diseases 
of the genitourinary tract, 37 patients with diseases 
of the respiratory tract, 3 patients with diseases of 
the bile ducts, and 7 patients with miscellaneous 
conditions who were admitted to the medical clinic 
of the University in Zurich, Switzerland, and were 
treated with Orisul [3-(p-amino-benzolsulfonami- 
do)-2-phenyl-pyrazol]. As a rule, the patients were 
given orally 1.5 Gm. of the drug per day; a few 
seriously ill patients were given 1.5 Gm. twice a 
day at intervals of 12 hours. Unconscious patients 
or those with a preceding intestinal disturbance 
were given 0.5 to 1 Gm. of the drug intramuscular- 
ly every 12 hours. The success of the therapy was 
evaluated according to the following criteria: res- 
toration of temperature to normal, improvement in 
local findinys, decreased erythrocyte sedimentation 
rate, and generally improved condition. The ab- 
sorption, excretion, and tolerance of the drug were 
studied in an additional 54 patients. 

Maximal concentration of Orisul in the blood 
was obtained within 3 or 4 hours after the oral 
administration of a single dose of 1.5 Gm., and 
after 44 hours the blood level was still 1.5 mg. per 
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100 cc. The degree of acetylation proved to be 
small, 10 to 15% appearing in the blood in the 
acetylated form. Orisul proved to be clinically effec- 
tive in infections caused by streptococci, entero- 
cocci, pneumococci, staphylococci, Escherichia coli, 
and Proteus organisms. Of the 73 patients with 
genitourinary disturbances, 59 had chronic cystitis, 
7 acute cystitis, and 7 acute cystopyelitis. Thirty- 
six of the patients with chronic cystitis, 4 of those 
with acute cystitis, and 4 of those with acute cysto- 
pyelitis were clinically cured. Of the 37 patients 
with diseases of the respiratory tract, 10 had bron- 
chopneumonia, 3 had_ peribronchiectatic pneu- 
monia, 9 had emphysematous bronchitis, 6 had 
pneumonia associated with influenza, and 7 had 
various pulmonary conditions. Good results were 
obtained with Orisul in 5 patients with broncho- 
pneumonia, in 2 with peribronchiectatic pneu- 
monia, in 5 with emphysematous bronchitis, and 
in 5 with pneumonia resulting from influenza. Tem- 
perature was restored to normal by crisis within 1 
or 2 days. One patient with chronic cholecystitis 
and 2 patients with cholangitis made a complete 
recovery. Orisul proved to be effective in 3 pa- 
tients with acute tonsillitis and furunculosis and in 
2 patients to whom it was given prophylactically 
to prevent infection in the course of corticosteroid 
therapy. It was also clinically effective in many 
patients in whom the causative agents were found 
to be resistant in vitro to other sulfonamide prepa- 
rations or to antibiotics and in whom treatment 
with these other drugs had been ineffective. Un- 
desirable side-effects, such as nausea, formation of 
Heinz bodies, and allergic cutaneous reactions, 
were rare. 


Use of Sulfonylurea Compounds for Treatment of 
Diabetes Mellitus. J]. R. Hofstetter and C. Ramel. 
Schweiz. med. Wehnschr. 88:821-827 (Aug. 23) 1958 
(In French) [Basel, Switzerland]. 


The authors report on 160 patients with diabetes 
mellitus who were given ambulatory treatment with 
the sulfonylurea compounds, carbutamide (BZ 55) 
and tolbutamide (D 860). Of the 160 patients, 152 
were more than 40 years of age and 8 were less 
than 40. Treatment was effective in 136 patients, 
and 24 patients were failures. Six (75%) of the 8 
patients, aged less than 40 years, were failures. Of 
43 patients over 70 years of age, 1 (2.5%) was a 
failure. The ratio of failures thus diminished with 
age. The older the patients the better they re- 
sponded to the treatment. 

Of the 24 patients in whom the treatment failed, 
the duration of the disease was less than 6 months 
in 1 and more than 5 years in 14; thus, there were 
more failures among the patients with diabetes of 
longer duration. There were more failures also 
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among those requiring high doses of insulin, but 6 
of 14 patients requiring more than 40 units of 
insulin responded satisfactorily to the treatment 
with sulfonylurea compounds alone. The duration 
of previous treatment with insulin did not seem to 
be of great importance. Juvenile patients with 
diabetes mellitus and those with hemochromatosis 
did not, as a rule, respond to the treatment with 
sulfonylurea compounds. Although late failures 
have been reported by other workers, they were 
not observed by the authors. In contrast to other 
workers who have been able to decrease the amount 
of insulin administered by combining it with sul- 
fonylurea compounds, especially in young and in 
hospitalized patients, the authors were not able to 
obtain favorable results by such a combined treat- 
ment in their ambulatory patients. 

Intolerance for carbutamide was observed in 13 
patients and intolerance for tolbutamide in 2; these 
observations confirmed those by other workers that, 
in general, the tolerance for tolbutamide is better 
than that for carbutamide. Occasionally it was 
possible to overcome sensitization to the drug by 
a progressive increase of very small doses (desensi- 
tization). Hypoglycemia, as a rule, is rare, but 1 
case of severe hypoglycemia resulting in death was 
observed in a 63-year-old woman with adrenal 
cortical hypofunction (Addison's disease), who was 
given 3 tablets of carbutamide daily in an attempt 
to stimulate the patient's appetite. A definite in- 
crease in body weight, continuing for some weeks 
in the course of the treatment with carbutamide, 
was observed in several patients. The effects of 
carbutamide and tolbutamide were compared in 
48 patients who first were treated with carbutamide 
and then with tolbutamide; in 34 of the 48 patients 
the 2 compounds were equally effective, but in the 
remaining 14 tolbutamide was inferior to carbuta- 
mide. Eight of the 160 patients had cirrhosis of the 
liver, and this complication was not influenced by 
treatment with the sulfonylurea compounds; these 
drugs did not seem to exert an effect on the vascular 
and infectious complications of diabetes mellitus. 
Carbutamide has more secondary effects than tol- 
butamide, but it is also more active than that drug. 


Clinical Cure of Buerger’s Disease with a New 
Treatment: Malarial Therapy. F. Corelli. Minerva 
med. 49:2685-2696 (July 7) 1958 (In Italian) [Turin, 
Italy]. 


During the past 17 years the author has treated 
32 patients with thromboangiitis obliterans (Buer- 
gers disease) by the intravenous administration of 
30 to 50 ce. of homologous blood obtained from 
patients with tertian malaria during the episodes of 
chills. Malaria was thus induced without the incu- 
bation period, and the disease began its clinical 
course a few hours after the injection. First, the 
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temperature rose from 39 C (102.2 F) to 40 C 
(104.0 F), accompanied by leukopenia and spleno- 
megaly. The temperature remained constant for 
the first 2 to 4 days of the incidence of malaria 
and was followed by the typical chills of tertian 
malaria. Buerger’s disease was clinically cured 
after 7 or 8 chills in a period of 10 to 15 days. The 
induced malaria was then cured with chloroquine, 
administered by the oral or the intramuscular 
route, within 24 hours. The general health of the 
patients improved remarkably a few days after 
they became afebrile, and no complications at- 
tributed to malarial infection developed in them. 
However, smoking or inhalation of the air of smoke- 
filled rooms proved harmful, and elimination of all 
contact with smoking was considered essential. 

Treatment of Buerger’s disease with malarial 
therapy can have adverse effects in patients who 
are simultaneously treated with either cortisone or 
corticotropin (ACTH). This therapy may also be 
harmful for patients who have undergone unilateral 
adrenalectomy and is contraindicated for those who 
have undergone bilateral adrenalectomy. The au- 
thor believes that the therapeutic effect of malarial 
therapy for Buerger’s disease is based not merely 
on its antipyretic properties but that this is an 
instance of a disease cured by induction of another 
disease. Malaria as a “second” disease produces 
systemic anti-inflammatory, analgesic, and resolvent 
actions. 


PATHOLOGY 


Studies on Division Inhibition and Filament For- 
mation of Escherichia Coli by Ultraviolet Light. 
R. A. Deering. J. Bact. 76:123-130 (Aug.) 1958 
[Baltimore]. 


The author carried out quantitative microscopic 
studies for determining the effect of monochromatic 
ultraviolet radiation on the cellular division of 
Escherichia coli, strain B. It was found that the 
division inhibition, or, more accurately, extended 
delay, which is produced in Esch. coli by relatively 
low doses of monochromatic ultraviolet radiation. 
is rather specific in that division stops, while total 
mass, ribonucleic acid, and deoxyribonucleic acid 
synthesis continue at nearly the same rate as for 
dividing cells. The nondividing cells continue to 
increase in length, and long filamentous cells result. 
The curves in which survival and retention of abil- 
ity to divide are plotted against dosage of ultra- 
violet radiation indicate that a single hit disor- 
ganizes an entire cell. The 37% survival dose is 3 
ergs per square millimeter at 2652 A ultraviolet 
radiation. Many of these filaments recover the abil- 
ity to divide at some later time and form normal- 
appearing macroscopic colonies. The ultraviolet 
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action spectrum for division inhibition suggests 
nucleic acid as the ultraviolet absorbing cell com- 
ponent active in initiating the extended delay. The 
division inhibition can be partially reversed by 
irradiation with visible light if given within 20 
minutes after the completion of the dose of ultra- 
violet irradiation. The filaments appear to be single 
cells with many “nuclear bodies” and not segmented 
structures or chains of cells. 


Metastasis of Cancer to Cancer. I. Gore and R. Barr. 
A. M. A. Arch. Path. 66:293-298 (Sept.) 1958 
[Chicago]. 


Metastasis of cancer to cancer is an exceedingly 
rare event, considering the frequency of neoplastic 
disease and the not uncommon occurrence of mul- 
tiple malignancies. Two such cases are reported in 
which widespread carcinomas, originating in breast 
and prostate, respectively, formed secondary de- 
posits in localized nephromas. In view of the fact 
that the success or failure of secondary tumor 
growth is dependent upon competition with the 
host tumor for essential nutrients, and in view of 
the smaller nutritive requirements of the localized 
hypernephroid tumors, it is not surprising that such 
tumors are the recipient neoplasms in more than 
two-thirds of the cases inasmuch as they are one of 
the less frequent forms of cancer. The rarity of 
metastasis to cancer and the fact that the supply of 
nutrients is more often than not inadequate for 
the simultaneous growth of 2 malignant neoplasms 
are compatible with the tenet that the localized 
hypernephroid growths are dormant growths and 
have not as yet attained the degree of anaerobic 
metabolism characteristic of full-grown malignant 
neoplasms. 


Yeast Antibiotic with Therapeutic and Prophylactic 
Properties. I. A. Parfentjev. J. Infect. Dis. 103:1-5 
(July-Aug.) 1958 [Chicago]. 


The author isolated from alkaline aqueous ex- 
tracts of brewer's and baker's yeast a fraction con- 
taining a protein possessing anti-infectious prop- 
erties. This new agent was called Malucidin. It 
differs from other antibiotics in that it has a much 
broader spectrum of action and produces a longer 
lasting effect. The new antibiotic is readily soluble 
in water in a wide range of pH, has an isoelectric 
point near pH 2, and is not dialyzable. It can be 
precipitated in 50% ammonium sulfate and also by 
the addition of an equal volume of acetone; it can 
be precipitated easily at neutrality by 0.05 M cal- 
cium chloride or by only 0.005 M cadmium chlo- 
ride. Chemotherapeutic experiments with this agent 
showed solid protection of mice, guinea pigs, rab- 
bits, and pigeons against many species of gram- 
negative and gram-positive bacteria. Malucidin 
also protected mice against systemic infection with 
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Candida albicans and against Shigella endotoxin. 
Peritoneal injections of Malucidin in mice induced 
resistance to infections with Proteus organisms 
which lasted one month. 


Symptomatology and Pathology of Pulmonary 
Adenomatosis. P. Weicksel and H. Cain. Ztschr. 
klin. Med. 155:310-328 (No. 3) 1958 (In German) 
[Berlin]. 


The authors report on 4 women, aged 43, 54, 39, 
and 61 years, respectively, with pulmonary adeno- 
matosis, on whom autopsies were performed after 
death. Tumors of adenomatous type in the lung 
may be classified in 3 basic groups: (1) those oc- 
curring in the course of diffuse, progressive, inter- 
stitial pulmonary fibrosis and cirrhosis (so-called 
pseudoadenomas); (2) those of congenital origin; 
and (3) genuine primary pulmonary tumors (pul- 
monary adenomatosis in the proper and narrower 
sense). All 4 patients had tumors of the third type. 
The first symptoms of the disease were refractory 
irritative cough and pain at the side of the in- 
volved lung. The occurrence of copious, mucous, 
watery-clear sputum was manifested almost simul- 
taneously with increasing dyspnea. When pulmo- 
nary insufficiency became manifest, it dominated 
the clinical picture until the patient died. The pri- 
mary cause of this pulmonary insufficiency is a 
disturbance of ventilation, since the alveoli are 
filled with mucus and their walls are lined with 
mucus-forming, high cylindrical cells. But there 
may also occur a disturbance due to spread and 
manifested by considerable reduction of the res- 
piratory limiting values. A malignant behavior of 
the tumor was observed from the onset in the 39- 
year-old patient, with rapid destruction of paren- 
chyma, vascular involvement, and metastases; 
connective tissue thickening of the interalveolar 
septal structures was associated with considerable 
restriction of the capillary surface. Prolonged dura- 
tion of such changes may cause dilatation of the 
right heart, as it occurred in this patient, and 
chronic cor pulmonale may result later. 

Autopsy findings showed macroscopically 2 forms 
of adenomatosis, i. e., focal-nodular adenomatosis 
and diffuse adenomatosis reminding one of lobar 
pneumonia. The latter form probably originates 
from the first by secondary spread. Microscopic 
findings also revealed 2 forms of adenomatosis. The 
cell picture of the first form was that of a completely 
uniform, highly differentiated adenoma which 
hardly had the appearance of a malignant tumor. 
There was no involvement of blood and lymph 
vessels. The pulmonary structure was preserved. 
Aerogenic spread to several lobes may cause res- 
piratory insufficiency and cardiovascular decom- 
pensation, and this course is responsible for the 
unfavorable prognosis. The cell picture of the 
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second form did not differ in principle from that 
of mucus-forming adenocarcinoma. Destruction of 
parenchyma resulted from perforation of the alveo- 
lar wall and infiltration of the interstitial spaces, 
with severe connective tissue reactions. The course 
of this form of the disease is rapid. An alveolar 
origin of the adenomatosis with an onset in a cir- 
cumscribed area was assumed in all 4 patients. In 
contrast to Eck’s concept, adenomatosis should be 
considered as a primary tumor-forming disease of 
the lung and should be differentiated from bron- 
chial carcinoma and from secondary carcinomatous 
pneumonia. 


RADIOLOGY 


A Study of Radiation Therapy in Carcinoma of the 
Pancreas. J. S. Billingsley, L. G. Bartholomew and 
D. S. Childs. Proc. Staff Meet. Mayo Clin. 33:426- 
430 (Aug. 30) 1958 [Rochester, Minn.]. 


The diagnosis of carcinoma of the pancreatic 
exocrine parenchyma was established histologically 
in 64 cases at the Mayo Clinic in 1953. Twelve ot 
the 64 patients are excluded from this study inas- 
much as they underwent radical excision. Of the 
remaining 52 patients, 29 were treated with some 
sort of palliative operation (choledochoduoden- 
ostomy, gastroenterostomy, etc.), while 20 under- 
went no surgical procedure other than biopsy. Six 
of the surgical group received postoperative radia- 
tion therapy, as did 7 of the biopsy group. All but 
| of the 13 patients were treated with a radiocobalt 
(Co*’) teletherapy unit, the one exception being 
treated with a conventional 250-kv. x-ray machine. 
The average tumor dose was 3000 r given over an 
average of 19 treatment days. The authors do not 
consider the slight differences in the survival figures 
between the irradiated and the  nonirradiated 
groups as significant. Moreover, they do not con- 
sider that radiation therapy in the doses given in 
this series offers the patients any appreciable chance 
of longevity. A review of the individual case his- 
tories in an effort to discern the presence of some 
of the less tangible potential benefits of radiation, 
such as relief of pain or retardation of the forma- 
tion of fluid, was equally discouraging. The authors 
conclude that radiation therapy in the doses given 
in this series is of little or no value as a palliative 
measure in cases of carcinoma of the pancreas. 


Tuberculomas: Criteria for Roentgenographic Dif- 
ferential Diagnosis. L. Oliva and G. Secondo. 
Minerva med. 49:2431-2440 (June 20) 1958 (In 
Italian) |Turin, Italy]. 

The authors found that, in considering roent- 
genologic criteria alone, stratigraphy according to 
the technique of Vallebona is the most useful pro- 


MEDICAL LITERATURE ABSTRACTS 


1725 


cedure for differentiating a tuberculoma from 


peripheral pulmonary tumors and from other 
round-shaped intrapulmonary lesions. Round- 
shaped shadows with clear borders and with a 
diameter not exceeding 2 cm. indicate a tubercu- 
loma. Other shadows with irregular and trimmed 
borders, as if they were caused by abrasion, cannot 
be related to a tuberculoma. Round-shaped, opaque 
shadows made of concentric layers are character- 
istic of a tuberculoma of the Lachman-Uehlinger 
tvpe. Dense and homogeneous opacities denote a 
tuberculoma; nonhomogeneous opacities denote 
neoplastic lesions. Calcifications with nuclei located 
in the middle and those made of concentric layers 
reveal a tuberculoma. Multiple hollows in the 
shadow of a tuberculoma have an oblong shape 
and are mostly located along the periphery; multi- 
ple hollows in the shadow of a malignant tumor 
have various shapes and irregular disposition. 
Large lymph-node-like masses which compress and 
displace the trachea and the bronchi represent 
metastases of the lymph nodes. Shadows which are 
stationary or retrogressive in size indicate a tuber- 
culoma, whereas shadows of a malignant tumor are 
erratic and do not show a uniform increase in size. 
The preceding observations are helpful, but they 
are not unequivocal indications for making a roent- 
genographic differential diagnosis of tuberculoma. 
Roentgenologic interpretations must be comple- 
mented with the clinical and laboratory findings. 


PUBLIC HEALTH 


Unusually High Incidence of Appendicitis Cases 
at Dohad Town in Panch Mahals District in Bom- 
bay State: Preliminary Communication. T. B. Patel 
and V. N. Rao. Indian J. M. Se. 12:517-520 (July) 
1958 (In English) [Bombay, India]. 


Between March and December, 1957, 64 cases 
of “appendicitis” were detected in 30 male and 34 
female patients, all of whom except 1 were Banias 
and all except 2 were residing in 2 areas adjacent 
to the main tank in Dohad Town in Panch Mahals 
District in Bombay State, India. Most of the patients 
were between the ages of 10 and 35 vears. Only 5 
patients had a typical acute attack of appendicitis, 
with acute pain in the right iliac fossa, tenderness 
at McBurney’ point, fever, and vomiting. In the 
other patients the pain was of a more chronic and 
general type, either being all over the abdomen or 
being in the right hypochondrium or epigastrium in 
the beginning and then later localized to the right 
iliac fossa. Pain was associated with fever in 18 
patients and with vomiting in 23. In 56 patients the 
pain was of a very mild nature and became severe 
only before they were operated on for “appendi- 
citis.” Two of these patients died shortly after the 
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operation; a gangrenous appendix had been found 
at operation in one, and the other patient . was 
considered by the surgeon to have typhoid. 

The acute onset of symptoms, with fever, pain, 
and vomiting, suggested an infective process. The 
fact that nearly all the cases occurred in the Bania 
community suggested a common source of infec- 
tion. It was noticed that the Banias were mostly 
using water from the adjacent tank for washing, 
bathing, and sometimes cooking purposes, in addi- 
tion to using water from wells located close to the 
tank. The tank water showed heavy pollution on 
bacteriological and chemical analysis. Stool exam- 
ination showed that only 1 of 46 specimens was 
positive for Entamoeba histolytica. Fifteen blood 
specimens were obtained from patients operated 
on and were subjected to serologic examination; by 
slide agglutination a significant number were found 
to be positive for Salmonella enteritidis, Sal. typhi- 
murium, and Sal. choleraesuis, and many specimens 
showed multiple infection. On examination of 13 
additional serums, it was found that a significantly 
high proportion of the specimens obtained from 
those who had undergone surgery and those who 
had not gave positive results by tube agglutination 
for Shigella sonnei, Sh. flexneri, and Sh. shigae. 
The occurrence of cases of “appendicitis” in such 
large number as was revealed by this study ap- 
peared to be the outcome of a multiple Shigella- 
Salmonella infection, a finding which seemed to be 
unique in the literature. 


An Epidemic of Shigella Sonnei Dysentery Arising 
in a General Hospital. N. J. Ehrenkranz, M. J 
Takos, W. R. Hoffert and F. Reimer. New England 
]. Med. 259:375-377 (Aug. 21) 1958 [Boston]. 


In a 5-day period in July, 1957, there was an 
explosive outbreak of gastroenteritis involving ap- 
proximately 80 persons, the majority of whom were 
employees of the Jackson Memorial Hospital in 
Miami, Fla. Eleven were patients previously hos- 
pitalized for another illness; the rest were nurses, 
physicians, surgeons, medical students, and clerical 
employees. The onset of symptoms was gradual, 
with headache, anorexia, and malaise preceding 
abdominal cramps and blood-streaked diarrhea by 
8 to 12 hours. Maximum temperature in the hos- 
pitalized patients was 103.4 F by mouth; maximum 
duration of fever was 8 days; and total duration of 
diarrhea was 10 days. Microscopic examination of 
feces revealed many red and white blood cells. 
Cultures of stool and rectal-swab specimens re- 
vealed the presence of Shigella sonnei in 37 pa- 
tients. One of the 2 food handlers in the cafeteria 
responsible for the contaminated food was disclosed 
to be a carrier of Sh. sonnei. Epidemiologic evi- 
dence pointed to a food-borne outbreak, with 
turkey salad as the vehicle, since stool cultures from 
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61 asymptomatic persons, who had eaten in the 
cafeteria on the suspect dates but who had not 
eaten the turkey salad, did not reveal Shigella or- 
ganisms. 


On the Control of Antibiotic Discs in Canada. L. 
Greenberg and K. M. Fitzpatrick. Canad. M. A. J. 
79:383-386 (Sept. 1) 1958 [Toronto]. 


Improperly made and improperly labeled anti- 
biotic disks present a serious health hazard in that 
a disk labeled to contain 10 units of antibiotic but, 
in fact, containing only 1 unit, if used in testing 
the sensitivity of an organism isolated from an 
infectious process in a patient, could give rise to 
misleading results which might deny the patient 
the use of a lifesaving drug. If the same disk 
labeled as containing 10 units actually contained 
30 or more units, false-positive results would be 
forthcoming, and the patient would then be given 
a preparation that would have little or no thera- 
peutic value. In a survey of antibiotic disks dis- 
tributed in Canada, it was found that in many 
instances there was little correlation between the 
labeled claims and the assayed potency. The dif- 
ferences were extreme, with disks with no trace 
of antibiotic present and others with potencies 
varving from 1/10th to 3 or 4 times that declared 
on the label. 

During the period under review, 640 lots of 
antibiotic disks, representing products from 4 
manufacturers, were received and assayed at the 
Laboratory of Hygiene. A total of 1,186 individual 
components were assayed by the extraction tech- 
nique, and, in addition, a number were subjected 
to performance tests. The results of assays of anti- 
biotic sensitivity disks entering Canada between 
March, 1957, and June, 1958, revealed that in 3 
companies more than 84% of the antibiotic disks 
received were acceptable; that in 2 companies more 
than 83% of the sulfonamides, etc., were acceptable; 
that in 2 companies 71 and 52% of the multiple 
antibiotic disks assayed were acceptable; and that 
in 1 company 75% of the individual components 
and 87% of the multiple sulfonamides were accept- 
able. Two companies showed marked improvement 
during the assay period, the reject#i rate for 
company A dropping from 15% to zero and that for 
company C dropping from 75% in the first 6 months 
to 15% in the last 6 months. It is of note that most 
of the manufacturers vely almost exclusively on 
the use of performance tests for controlling their 
products, the result of which was a high proportion 
of faulty lots. For this same reason the authors 
developed the present assay method utilizing an 
extraction technique. The control program is to 
continue, and more effective regulations are being 
considered. 
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BOOK REVIEWS 


Variables Related to Human Breast Cancer. By V. Elving 
Anderson, Harold O. Goodman, and Sheldon C. Reed. Study 
from Dight Institute of Human Genetics. Cloth. $4. Pp. 172, 
with 7 illustrations. University of Minnesota Press, Minne- 
apolis 14, 1958. 


This book presents a careful statistical analysis 
of the incidence of cancer of the breast in close 
female relatives of patients with this disease. The 
material studied is taken from the tumor clinic of 
the University of Minnesota Hospitals. The authors 
call attention to the fact that this source introduces 
ethnic, economic, and residential factors of selec- 
tion. The corresponding relatives of husbands are 
used as controls. This has a tendency to minimize 
environmental differences. The follow-up is excel- 
lent. An effort is made to evaluate genetic factors, 
and the limitations of the method are described. 
The findings of prior studies that mothers, sisters, 
and daughters of breast cancer patients have a 
higher incidence of the disease than is found in the 
controls and in the general population is confirmed. 
To the extent possible, the results of this study are 
compared with those of other reported series. The 
pitfalls of statistical conclusions are delineated, and 
certain courses of future research are indicated. 
The paucity of clinical material limits the value of 
the book for those who are concerned only with 
clinical medicine. This is a careful and conservative 
presentation which should be valuable to those 
whose range of interest includes statistical studies 
and the epidemiology of cancer of the breast. 


Orr’s Operations of General Surgery. By George A. Hig- 
gins, M.D., F.A.C.S., Associate Professor of Surgery, Uni- 
versity of Kansas School of Medicine, Kansas City, and 
Thomas G. Orr, Jr., M.D., F.A.C.S., Associate in Surgery, 
University of Kansas School of Medicine. Third edition. 
Cloth. $20. Pp. 1016, with 835 illustrations. W. B. Saunders 
Company, 218 W. Washington Square, Philadelphia 5; 7 
Grape St., Shaftesbury Ave., London, W. C. 2, England, 
1958. 

This edition was begun by Orr, the original 
author, but the task was interrupted by his sudden 
death and the two present authors completed the 
task. The book must be objectively evaluated on the 
basis of a work purportedly to be of value at this 
time. The volume is well bound and profusely illus- 
trated, and the type is large and easily read. It is, 
however, difficult to recommend it as a textbook on 
operative surgery. A number of rather curious fea- 
tures are presented. For example, on page 38 there 
is a description entitled “Technique of Fillet of Fin- 


These book reviews have been prepared by competent authorities 
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ger,” an operation in which the normal skeletal 
structures of the fifth digit are electively excised to 
afford a soft tissue tube that can be opened and used 
as a flat flap to cover a defect on the lateral aspect 
of the hand, but several pages later flap formations 
from the chest or abdominal walls to accomplish 
the same purpose without elective sacrifice of a 
digit are described. No discussion of the advantages 
or disadvantages of either method is presented. A 
technique of lower extremity amputation by tran- 
section through the neck of the femur and ascribed 
to G. M. Huggins with a 1918 reference appears 
in the chapters on amputations. A rather involved 
description of orderly surgical tracheostomy is 
given, in contrast to emergency tracheostomy with 
no discussion of the relationships of the former to 
other major procedures in the neck and no corre- 
lation with radical cervical lymphadenectomy. 

On page 248, the technique of closed thoracos- 
tomy is described in which it is recommended that 
the preferable site of introduction of the catheter 
is in the second or third intercostal space in the 
midclavicular line. For simple mastectomy, ellip- 
tical incisions with removal of much skin is de- 
picted—a procedure described as closely approach- 
ing radical mastectomy—while no mention is made 
of the transverse incision and preservation of skin 
for cosmetic purposes. In the discussions of ex- 
tended radical mastectomy, the internal mammary 
nodes are considered but no mention is made of 
possible concomitant supraclavicular node dissec- 
tion. The descriptions for operations on the alimen- 
tary tract include nothing that could not have been 
just as well stated years ago. One comment is 
unavoidable in this connection, and that applies to 
what is said about the technique of appendicial 
abscess drainage: “If the abscess lies away from 
the abdominal wall, the free peritoneal cavity may 
be opened. A gauze pack placed down to the 
abscess, to be removed in five or six days, will form 
a channel for exit of pus without contaminating the 
peritoneum.” A cardinal principle in the drainage 
of periappendical abscesses is their immediate 
evacuation via a route that avoids peritoneal cavity 
exposure from the outset. The chapters on the so- 
matic and sympathetic nervous systems are con- 
cise and well written from the standpoint of a 
general surgeon who may be called on to perform 
certain procedures when a neurosurgeon is not 
available. In the chapter on the endocrine system, 
a subject rather superficially dealt with, not enough 
attention is devoted to the anterior transperitoneal 
approach to the adrenals. The operations on the 
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genitourinary system are incompletely and very 
sketchily dealt with, and the same may be said for 
the chapter on gynecology. The operation for con- 
struction of an ileal bladder is described in detail, 
yet nothing is said about pelvic exenteration, a part 
for which the ileal bladder procedure was origi- 
nally revived in its modern form. While the book 
contains many good illustrations, most of these are 
not original but are redrawn or reproduced from 
other works. After chapters dealing with various 
categories of regional surgery, there are brief bibli- 
ographies, but these are far from comprehensive 
and the most important references are not neces- 
sarily cited. 


Roentgenology of the Chest. Edited by Coleman B. Rabin, 
M.D., F.C.C.P., Assistant Clinical Professor of Medicine, 
College of Physicians and Surgeons, Columbia University, 
New York. Editorial Committee: Benjamin M. Gasul and 
others. Sponsored by American College of Chest Physicians. 
Cloth. $19.50. Pp. 484, with illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, IIl.; 
Blackwell Scientific Publications, Ltd., 24-25 Broad St., Ox- 
ford, England; Ryerson Press, 299 Queen St., W., Toronto 
2B, Canada, 1958. 


This book represents a bilateral approach to the 
subject of diseases of the chest, intertwining the 
clinical aspects with the roentgenographic findings. 
The objective of the authors is to present roent- 
genology of the chest to the roentgenologist from 
the clinical standpoint and to the clinician from the 
radiologic point of view. This has been accom- 
plished admirably. To effect this objective 50 
experts (roentgenologists and clinicians) have con- 
tributed 39 chapters. Each chapter presents a 
masterful exposition of a particular phase of the 
general subject. The book covers diseases and ab- 
normalities of the thoracic wall and its contents, 
including circulatory disturbances, heart and great 
vessels, pulmonary circulation, and the diaphragm. 
Greatly enhancing the value of the presentation are 
chapters devoted to such subjects as the possibili- 
ties and limitations of x-ray diagnosis, normal 
roentgenographic appearances, mass fluorography, 
methods of x-ray examination, and special signs in 
chest roentgenography. To detect and identify the 
abnormal, a thorough knowledge of the normal is 
essential. The subject matter is beautifully illus- 
trated with excellent reproductions of roentgeno- 
grams. A bibliography is at the end of each chapter, 
in some instances not too extensive but adequate, 
and an excellent subject index and index of authors 
is provided. The contributors have presented the 
subject matter in a clear, concise, but comprehen- 
sive manner. The editor, editorial committee, con- 
tributors, and the publishers deserve commendation 
for producing such a comprehensive and excellent 
compilation. This book is highly recommended to 
any physician interested in chest disease. Certainly 
roentgenologists, chest physicians, and _ thoracic 
surgeons should not fail to add it to their library. 
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A Synopsis of Surgical Anatomy. By Alexander Lee 
McGregor, M.Ch., F.R.C.S. With foreword by Sir Harold J. 
Stiles, K.B.E., F.R.C.S. Eighth edition. Cloth. $7. Pp. 808, 
with 766 illustrations by Dr. E. A. Thomas. Williams & Wil- 
kins Company, Mount Royal and Guilford Aves., Baltimore 
2; John Wright & Sons, Ltd., 42-44, Triangle West, Bristol 8, 
England, 1957. 


This reference book, which first appeared in 1932, 
is now in its eighth edition. Such a reception is a 
commendation in itself. With each edition refine- 
ments and new material have been added. This 
one contains new sections dealing with adrenal- 
ectomy, injuries to the large lymph ducts, and para- 
gangliomas. A feature of particular value to the 
busy surgeon is the manner of presentation of 
anatomic facts. The contents of the book are pre- 
sented as separate essays, any one of which is 
complete in itself. This book is not meant as a 
classical textbook of anatomy. The author has 
focussed his attention on anatomic facts, of prac- 
tical value, to the student and the physician in 
practice. He has achieved his purpose by correla- 
tion and contrast of the pertinent facts. The dis- 
cussion of the lymphatic system and its role is 
praiseworthy. With the necessity of removal of 
lymph nodes, when performing operations for 
cancer, the value of such a well-documented analy- 
sis of this system becomes more evident. The illus- 
trations and the carefully worded legends are well 
placed, lucid, succinct, and accurate. The format 
is attractive. The author has a charming manner of 
expression which adds to the pleasure of reading. 
This book, which has been a hallmark of anatomy 
textbooks for the surgeon for many years, excels 
the previous editions. It is a welcome addition to 
the list of necessary books for the student, the 
surgeon, and all teachers of surgery. 


Cardiovascular Diseases. By David Scherf, M.D., F.A.C.P., 
Professor of Clinical Medicine, New York Medical College, 
Flower and Fifth Avenue Hospitals, New York, and Linn J. 
Boyd, M.D., F.A.C.P., Professor and Director of Medicine, 
New York Medical College, Flower and Fifth Avenue Hos- 
pitals. Third edition. Cloth. $17.75, Pp. 829, and 119 ilus- 
trations. Grune & Stratton, Inc., 381 Fourth Ave., New York 
16; 99 Great Russell St., London, W. C. 1, England, 1958. 


Almost 10 years have elapsed since the previous 
American and British editions of this book were 
published, although several editions have appeared 
in a number of foreign languages. This third Eng- 
lish-language edition is completely revised, and 
many new sections have been added. An excellent 
bibliography follows each chapter and suggests 
pertinent references and appropriate articles up to 
March, 1957. The entire field of cardiovascular dis- 
eases is covered, and special emphasis is given to 
the clinical manifestations of disease. The history 
and physical examination, rather than instrumental 
and laboratory methods, are stressed, and signs and 
symptoms are discussed from anatomic, physio- 
logical, and pathological viewpoints. The book is 
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filled with pertinent observations and_ findings 
which have been gathered through years of wide 
experience by competent teachers. Therapeutic 
procedures for special conditions are discussed in 
a realistic manner throughout the book, but the 
last chapter deals more completely with agents that 
are helpful in the management of cardiac failure. 
Electrocardiography is discussed only briefly, be- 
cause the authors have published a companion book 
on clinical electrocardiography. This excellent book 
should be useful to all students of medicine regard- 
less of their training. 


Functional Bracing of the Upper Extremities. Written and 
illustrated by Miles H. Anderson, Ed.D., Director, Prosthetics 
Education Project, School of Medicine, University of Cali- 
fornia, Los Angeles. Edited by Raymond E. Sollars, Associate 
Director, Prosthetics Education Project. Cloth. $9.50. Pp 
463, with illustrations. Charles C Thomas, Publisher, 301- 
327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, Ltd., 24-25 Broad St., Oxford, England; Ryer- 
son Press, 299 Queen St., W., Toronto 2B, Canada, 1958. 


This is the first book on techniques of making 
and fitting functional braces for patients with 
paralytic disabilities of the upper extremities. The 
braces utilize power or force from springs, rubber 
bands, or functioning muscles to provide basic 
movements lost by paralytic disorders. This exten- 
sive work is devoted primarily to concise descrip- 
tions, with profuse use of photographs of the step- 
by-step fabrication of functional supports and 
devices that have proved reasonably successful. 
The author has indicated the basic devices avail- 
able commercially to kit form. There are chapters 
devoted to the functional anatomy of the hand, 
upper extremities, and shoulder girdle, as well as 
chapters on the principles of biomechanics of func- 
tional bracing. Functional bracing is a relatively 
new concept to many physicians, as well as ortho- 
tists, and this book is an excellent “first” in the field. 
It should be a useful reference to physicians, par- 
ticularly physiatrists, orthopedists, and neurologists, 
who are concerned with poliomyelitis and other 
paralytic conditions involving the upper extremities. 
Orthotists and others who make the devices should 
find this book a valuable part of their library. Occu- 
pational and physical therapists should have ready 
access to this volume. 


Theory of Psychoanalytic Technique. By Karl Menninger, 
M.D. Menninger Clinic monograph series no. 12. Cloth $4.75. 
Pp. 206, with 15 illustrations. Basic Books, Inc., 59 Fourth 
Ave., New York 3, 1958. 

The author is one of the foremost psychoanalysts 
in the United States and one of the first trained 
here, but he has never ceased to be a physician, 
psychiatrist, and teacher. In fact, his extensive 
creativity has expressed itself in countless ways, in- 
cluding developing a gigantic training center at 
Topeka, Kansas. He is, therefore, well qualified for 
the authorship of an authentic book on psycho- 
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analytic technique, which he presents in an undog- 
matic, easily understood way with illustrations and 
cogent extractions from the literature. An instruc- 
tive bibliography and an adequate index are in- 
cluded. The book is highly recommended not alone 
for student analysts but for all psychiatrists in- 
terested in psychodynamic psychotherapy. 


Atrial Arrhythmias, Digitalis and Potassium. By Bernard 
Lown, M.D., Research Associate in Medicine, Department of 
Nutrition, Harvard School of Public Health, Boston, and 
Harold D. Levine, M.D., Assistant Clinical Professor of Medi- 
cine, Harvard Medical School, Boston. Cloth. $6.90. Pp. 222, 
with 53 illustrations. Landsberger Medical Books, Inc., 51 E. 
42nd St., New York, 1958. 


This monograph is concerned with the analysis 
of 64 cases of paroxysmal atrial tachycardia with 
atrioventricular block caused by digitalis intoxica- 
tion. The authors point out that this manifestation 
of digitalis toxicity has been increasing in incidence 
in the past few years as patients with congestive 
heart failure are treated vigorously with such drugs 
as mercurial diuretics which may cause cellular 
potassium depletion. Treatment for this condition 
is to stop digitalis and diuretic administration tem- 
porarily and give the patient potassium. The use 
of a chelating agent, such as sodium ethylenedia- 
minetetraacetate, to induce hypocalcemia is also 
advocated in certain cases. The relationship of the 
potassium and calcium ions to digitalis dosage and 
toxicity is discussed at some length, as well as the 
clinical electrocardiographic differentiation 
from other arrhythmias. The book is well illustrated, 
and the text is well written and easy to read. It is 
recommended for internists and cardiologists. 


Hospital Planning for the Anesthesiologist. By William 
H. L. Dornette, M.D., Professor of Anesthesiology and Head 
of Department, University of Tennessee College of Medicine, 
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Memphis. Publication number 335, American Lecture Series, 
monograph in American Lectures in Anesthesiology. Edited 
by John Adriani, M.D., Director, Department of Anesthesia, 
Charity Hospital, New Orleans. Cloth. $5.25. Pp. 119, with 
31 illustrations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publi- 
cations, Ltd., 24-25 Broad St., Oxford, England; Ryerson 
Press, 299 Queen St., W. Toronto 2B, Canada, 1958. 


Most anesthesiologists spend their full time in 
hospitals. More than other physicians, with the 
possible exception of radiologists, they are con- 
cerned with construction and planning problems. 
Starting with the operating room, recovery room, 
intensive therapy unit, oxygen distribution systems, 
communications, elevators, equipment storage, and 
air conditioning, it is reasonable that their interest 
might spread to include the entire hospital. This 
has been the author's experience. In one small 
volume, he has assembled many interesting sugges- 
tions for the more efficient development of a hospi- 
tal, including such broad aspects as the selection 
of an architect, the proper site for the building, 
and a more detailed analysis of key areas within. 
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The volume is another in the American Lecture 
Series and should be of value to hospital adminis- 
trators, members of medical boards, engineers, 
physicians who are departmental chiefs, head 
nurses, and those in position to influence the alter- 
ation of existing structures or the planning of new 
ones. 


Human Dissection: Its Drama and Struggle. By A. M. 
Lassek, M.D., Ph.D. Cloth. $6.50. Pp. 310, with 16 illustra- 
tions. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 
24-25 Broad St., Oxford, England; Ryerson Press, 299 Queen 
St., W., Toronto 2B, Canada, 1958. 


Before any authentic teaching of anatomy was 
possible it was necessary to dissect human bodies. 
Where the means of preserving them were not 
_available, this had to be accomplished quickly in 
prolonged sessions so that the job could be com- 
pleted before decomposition made it impossible to 
determine the relationships of the soft parts. The 
procurement of a sufficient number of bodies has 
always been and still is a major problem. These 
problems are treated from the historical viewpoint, 
and a detailed and interesting account of the activi- 
ties of the grave robbers of bygone times is pre- 
sented. Although the time devoted to anatomy in 
the curriculums of medical schools has decreased 
in recent decades, the author warns that unless this 
trend is reversed the quality of medical education 
must suffer. There is a bibliography and an index. 
This book should be of interest to students of medi- 
cal history, anatomists, and medical educators. 


A Doctor Speaks His Mind. By Roger I. Lee, M.D. Cloth. 
$3. Pp. 120, with 1 illustration. Little, Brown & Company, 
34 Beacon St., Boston 6; Little, Brown & Company (Canada ) 
Ltd., 25 Hollinger Rd., Toronto, Canada, 1958. 


This little volume is a collection of short articles 
giving the author’s opinion on many subjects. Dr. 
L.ee’s opinions will be respected by all members of 
the medical profession and should find agreement 
in the minds of most. He takes a dim view of gov- 
ernmental interference in the practice of medicine 
and warns that there are many things that may be 
pointing the way to control of the profession by the 
government. He writes on such subjects as “Are 
There Enough Doctors?” “Is Blue Cross—Blue Shield 
a Menace?” “Crusades,” and “Hero Worship.” 
Throughout all of these essays is woven the com- 
mon sense of one of America’s outstanding and 
beloved physicians. It is well worth reading. 


Basic Clinical Parasitology. By David L. Belding, M.D. 
Cloth. $9. Pp. 469, with 118 illustrations. Appleton-Century- 
Crofts, Inc., 35 W. 32nd St., New York 1, 1958. 


Although this book, written primarily for medical 
students and physicians, is not meant to take the 
place of the author's more comprehensive “Text- 
book of Clinical Parasitology,” it covers the subject 
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very well. After an introductory chapter, sections 
are devoted to the protozoa, roundworms, tape- 
worms, flukes, and arthropods. A final section deals 
with technical methods for the diagnosis and treat- 
ment of parasitic diseases. Many helpful charts and 
tables are included and the diagrams and other 
illustrations are excellent, except for their lack of 
color. This is especially regrettable in the pictures 
of plasmodia. In the last section, insect repellents 
are discussed, but there is no mention of attractants. 
Aside from these two minor criticisms the book is 
excellent and should find a ready place in teaching 
and practice. Pertinent references to current litera- 
ture are given, and both a subject index and an 
author index are provided. 


Epilepsy Handbook. By Frederic A. Gibbs, M.D., Protes- 
sor of Neurology and Director of Division of Electroenceph- 
alography, University of Ilinois, School of Medicine, Chi- 
cago, and Frederick W. Stamps, M.D., Director of Consulta- 
tion Clinic for Epilepsy, University of Hlinois, School of 
Medicine. Cloth. $4.75. Pp. 101, with 8 illustrations 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Hl.; Blackwell Scientific Publications, Ltd., 24-25 
Broad St., Oxford, England; Ryerson Press, 299 Queen St., 
W., Toronto 2B, Canada, 1958. 


This handbook is exactly what the authors 
intended it to be: a compact, practical com- 
pendium of useful knowledge about epilepsy. In 
1952, Dr. and Mrs. Gibbs published a bulky “Atlas 
of Electroencephalography,” which included de- 
tailed data about more than 10,000 of their epileptic 
patients. The present handbook is a distillation of 
the experience of the authors. Especially usetul are 
the 30 pages about therapy, supplemented by three 
summarizing tables and a two-page colored repro- 
duction of various antiepileptic drugs. The authors 
give a straightforward, succinct account of epilepsy 
and its treatment. The book is an authoritative, 
handy reference for anvone who has anything to do 
with epileptic patients. 


Medicine and Man: The Story of the Art and Science of 
Healing. By Ritchie Calder. Mentor book MD 217. Paper. 50 
cents. Pp. 256. New American Library of World Literature, 
Inc., 501 Madison Ave., New York 22; cloth bound book 
published by George Allen & Unwin, Ltd., 40 Museum St., 
London, W. C. 1, England, 1958. 


This paper-bound book should be interesting to 
those of the public who follow medical history 
and progress, but it also offers enough information 
to be useful as a reference source for physicians. 
Medical histories may appeal more to the older 
part of the population, whether it be medical or 
otherwise, but this may be in part because of the 
lack of attention that has been directed to this 
aspect of medicine. If presented interestingly, there 
is no reason why history should not be well re- 
ceived because at times it provides a therapeutic 
index. In any event this little booklet provides 
interesting reading. 
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RADIOACTIVE IODINE TEST 
To tHe Eprror:—What are the different factors 
that may influence the radioactive iodine uptake 
in a patient and how? How long after an intra- 
venous pyelogram or a gallbladder series can the 
protein-bound iodine level be determined? 
Antonio D. Talusan, M.D., Baltimore, Md. 


ANswer.—Several medicaments and contrast me- 
diums for diagnostic roentgenograms may influence 
the collection of radioiodine. lodides, whether ad- 
ministered in the form of potassium iodide, cough 
medicines, asthma compounds, or vitamin tablets, 
usually inhibit the collection of radioiodine by the 
thyroid gland for as many as 10 days after use of 
the medicament has been stopped. Antithyroid 
drugs, such as propylthiouracil or methimazole, can 
be expected to block the collection of radioiodine 
by the thyroid gland during the period of admin- 
istration of the drug, but, within two or three days 
after use of the medicament has ceased, the uptake 
of radioiodine may be markedly elevated for some 
weeks. The making of an intravenous pyelogram 
usually blocks the uptake of radioiodine in the 
euthyroid patient for 5 to 10 days, and the making 
of a roentgenogram of the gallbladder will block 
the uptake of radioiodine in the same person for 
some months, perhaps three to six. On the contrary, 
in some patients with exophthalmic goiter, the up- 
take of radioiodine by the thyroid gland may be 
abnormally high immediately after intravenous 
pyelograms or cholecystograms are made; the reason 
for this is not known. Pantopaque myelograms, or 
examination of the bronchial tree with the aid of 
iodized oil may interfere with the uptake of radio- 
iodine for as long as the iodized oil can be seen in 
roentgenograms. The value for serum protein- 
bound iodine usually is abnormally high for a 
week to 10 days after an intravenous pyelogram 
has been made. After a roentgenogram of the gall- 
bladder has been made, the value for serum protein- 
bound iodine will be completely out of range for a 
period varying from several months to several 
years after the dye has been employed, depending 
on the particular dye used. 


The answers here published have been prepared by competent au- 
thorities. They do not, however, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony- 
mous communications cannot be answered. Every letter must contain 
the writer's name and address, but these will be omitted on request. 
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DESENSITIZATION TO NICKEL 


To tHe Eprror:—A patient has been proved to be 
nickel-sensitive by an intradermal test (with a 
specially prepared solution of nickel and suitable 
control injection). Would it be in order to em- 
ploy a method of gradually increasing amounts 
of specially prepared nickel solution subcutane- 
ously—similar to the method of desensitization 
against other known allergens? If this is done, 
would there be a gradual build-up of antibodies? 
If not, how would desensitization be achieved? 
Above all, would such repeated injection of a 
metal be hazardous, inasmuch as it may lead to 
sarcoma, or may one safely proceed with such 
therapy? David N. Shapiro, M.D. 

Johannesburg, South Africa. 


ANswer.—Sensitivitvy to nickel should be deter- 
mined only by patch-testing with a 10% aqueous 
nickel sulfate solution, usually on the arm or back. 
The patches should remain for two days unless 
there is pronounced irritation. As a general rule, 
one cannot be desensitized against chemicals. How- 
ever, Urbach and Gottlieb (Allergy, New York, 
Grune & Stratton, Inc., 1943, p. 264) reported on 
two female patients who had widespread dermatitis 
for months and showed a definite eczematous re- 
action to patch tests with even a 1:1,000,000 solu- 
tion of nickel sulfate. Successful desensitization was 
achieved by a gradual increase in concentration of 
subcutaneous injections of nickel sulfate adminis- 
tered twice daily until a strength was reached that 
produced strong local and focal reactions. Attempts 
at desensitization to nickel by patch-testing and by 
ionization proved unsuccessful. Spontaneous hypo- 
sensitization to nickel may occur within months to 
two vears if the reaction to patch test is 2+. The 
chances are slim, and it may take years if the re- 
action is 4+ (Rubin, Department of Allergy, Skin 
and Cancer Unit, New York, personal communica- 
tion). In a series of 54 patients known to have been 
sensitive to nickel, who were examined after an 
interval of 1‘ to 11 years, 31 (57%) demonstrated 
a persisting sensitivity and 23 gave negative results 
to patch tests. Eighteen of these patients continued 
to have eczema, although they were no longer sen- 
sitive to nickel (Morgan, Brit. J. Dermat. 65:84, 
1953). With regard to possible malignant ( sarcoma- 
tous) changes caused by subcutaneous injections 
of nickel sulfate solution, there is a report that nine 
fatal cases of cancer of the inside of the nose over a 
period of 11 years occurred in a nickel refining plant 
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( White, Dermatergoses; or Occupational Affections 
of the Skin, London, H. K. Lewis & Co., 1934, 
p. 161). Both nickel and arsenic were under suspi- 
cion in the high incidence of cancer in the lung 
and in the nasal sinuses, especially in the ethmoid, 
in workers exposed to nickel. It is most likely that 
arsenic, the impurity in nickel ores and in the sul- 
furic acid used to extract the copper from nickel 
ores (Donald Hunter, Diseases of Occupations, 
London, English Universities Press, 1957, p. 442), 
and nickel carbonyl ( Hueper, Occupational Tumors 
and Allied Diseases, Springfield, Ill., Charles C 
Thomas, Publisher, 1942, p. 418), a highly toxic 
gas, were responsible for the high incidence of 
cancer in those workers. It is of interest to note 
that no tumors developed in mice, so susceptible 
to anticancer agents, when given nickel intraven- 
ously, intraperitoneally, or intramuscularly (Hueper, 
J. Nat. Cancer Inst. 16:55, 1955). 


PRIMARY FAILURE OF ANTERIOR PITUITARY 


To THE Eprror:—A 26-year-old woman had her first 
menses at the age of 11 years; this was so profuse 
that she went into shock. Laparotomy was done, 
and a bicornate uterus was repaired. The ovaries 
were normal. In the ensuing 15 years she had 
completely irregular menses, and five or six times 
dilatation and curettage was performed for se- 
vere prolonged bleeding. Endometrial hyper- 
plasia was reported. She has been married two 
years without becoming pregnant. Recent studies 
have shown bleeding and clotting times, platelet 
count, and prothrombin time to be normal; basal 
metabolic rate, 23%; radioactive iodine uptake, 
43%; protein-bound iodine level, 6.1 mg.%; fol- 
licle-stimulating hormone level, less than 4.3 
mouse units in 24 hours; cholesterol level, 195 
mg.%; albumin level, 4.7 Gm.%; and globulin 
level, 3.1 Gm.%. Physical examination showed 
normal female characteristics, including a normal 
pelvis. A diagnosis of primary failure of the an- 
terior pituitary was established, and cobalt radi- 
ation of the pituitary and ovaries with 100 r per 
month for six months was recommended. Is this 
diagnosis tenable? Is there any evidence to show 
that cobalt radiation will be of any help to this 
patient? What is the danger of using this amount 
of cobalt radiation? 


T. F. Reszel, M.D., Bayonne, N. J. 


AnswerR.—The diagnosis of primary failure of the 
anterior pituitary has not been fully documented. 
The follicle-stimulating hormone level is low, but 
determination must be repeated for confirmation. 
Further, it would be quite unusual to have bleeding 
with endometrial hyperplasia in the presence of 
primary failure of the anterior pituitary gland. 
Ovarian pathology cannot be ruled out, despite a 
normal pelvic examination. Culdoscopy or pneu- 
moperitoneum may be helpful in establishing the 
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possibility of ovarian pathology. Cobalt radiation 
may be beneficial to this patient, but there are 
dangers in its use. Even though the dosage is rather 
small, the recommendation of treatment over a 
period of six months may induce ovulation and 
pregnancy with a possibility of damage to a very 
early embryo. Therefore, the possibility of preg- 
nancy occurring during the time of radiation must 
be prevented. Further, there is danger of inducing 
genetic mutations with the possibility of abnormali- 
ties occurring in future generations. It would be 
very wise to explain these dangers to the patient 
before cobalt or x-ray irradiation is used. This con- 
sultant would certainly advise exploration of other 
methods of treatment before resorting to irradia- 
tion. 


AMBLYOPIA EX ANOPSIA 

To tHE Eprror:—A boy, now 13 years of age, was 
discovered to have defective vision in the right 
eye at the age of 10. No strabismus or other ex- 
ternal defect is present. Vision in the affected 
eye is 20/50 and in the other eye 20/15. Compe- 
tent ophthalmologists advised, even when the 
defect was first discovered, that glasses would be 
of no value in correction. There has been a slight 
increase in the visual defect in the weak eye in 
the past 12 months, but it is still advised that 
glasses would not help and that they may even 
cause harm. The diagnosis is amblyopia ex an- 
opsia. Loss of vision is from lack of use of the 
eye. May further increase in visual defect be ex- 
pected in the weak eye? Will proper glasses do 
anything to check the loss or even improve the 
vision? Is there a danger of this eyeball becoming 
smaller or of a squint developing? 

H. D. McCormick, M.D., Vincennes, Ind. 


Answer.--One should have more information re- 
garding the boy referred to in this question to prop- 
erly discuss his needs. Details of ophthalmoscopic 
examination, refraction with and without cyclo- 
plegia, and ocular motility and some information 
of the boy’s general physical and mental condition 
should be given. The diagnosis of amblyopia ex an- 
opsia may be nothing more than a description of 
symptoms. It does not rule out hereditary disease 
or acquired disease of the sensory elements of the 
eye. The low visual acuity in the right eye was 
discovered at the age of 10, but the amount of his 
visual acuity at that time is not given. Three years 
later the vision in the affected eye is 20/50, but 
there is no statement as to whether this is with or 
without glasses. There is a bit of ambiguity in the 
statement “there has been a slight increase in the 
visual defect in the weak eye in the past 12 months.” 
Does that mean that the visual acuity is less or 
greater than it was 12 months ago? The statement 
that “loss of vision is from lack of use of the eye” 
is not supported by any form of proof or informa- 
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tion from which such a deduction can be made. 
Whether further increase in the visual defect is to 
be expected depends entirely on what is meant by 
visual defect. One does not speak of loss of vision 
as an increase in visual defect with clear under- 
standing. Glasses are prescribed for one purpose 
only, and that is to improve visual acuity. There is 
no therapeutic value in the wearing of glasses. If 
the visual acuity of the right eye is better with 
glasses than without, then there is a good possibility 
that a child’s vision could be improved by training 
with glasses and orthoptic exercises. 


ELECTROMYOGRAPHY 

To THE Eprror:—Please evaluate electromyography 
in diagnosis and appraisal of muscular degenera- 
ation as related to neurological and/or muscular 
cause. 


Maurice J. Regan, M.D., Wilkes-Barre, Pa. 


Answer.—Electromyography is being recognized 
by an increasing number of physicians as a valuable 
aid in the diagnosis of neuromuscular disease. Its 
most frequent use is in the diagnosis of conditions 
affecting the lower motor neuron, based on its abil- 
itv to detect even minimal denervation of muscle. 
At times, when clinical tests fail to indicate clearly 
whether muscle dysfunction is attributable solely to 
pain, hysteria, malingering, disuse, upper motor 
neuron lesions, and the like, or whether it is the 
result of disease affecting the lower motor neuron, 
electromyography may present the only readily 
available objective evidence of disease of the lower 
motor neuron. It aids in the location of lesions af- 
fecting the lower motor neuron in the diagnosis of 
root, plexus, and peripheral nerve lesions, because 
the distribution of affected muscles can be deter- 
mined more discreetly than by other methods. It is 
useful in detecting minimal residual innervation and 
in detecting reinnervation weeks before other evi- 
dence of it can be had. Characteristic patterns also 
result from primary disease of muscle fibers. Espe- 
cially when combined with tests of the speed of 
conduction in nerves, electromyography is a genu- 
ine aid in the separation of myopathies from neuro- 
pathies and in separation of peripheral neuropathies 
from diseases affecting primarily the motor cells in 
the spinal cord. Electromyography offers a variety 
of clues to the nature of the muscle dysfunction, 
and, when combined with the neurological exami- 
nation and other procedures, it will significantly 
improve the accuracy of diagnosis of diseases af- 
fecting the motor unit. Successful use of electro- 
myography requires experience in eliciting and 
interpreting the electromyographic patterns of neu- 
romuscular disease and familiarity with the neuro- 
logical problems involved. One should not under- 
estimate either the usefulness of the technique or 
the skill and knowledge required to use it to ad- 
vantage. 
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FUNCTIONAL LARYNGITIS 


To THe Eprror:—A woman, aged 55, says she “can’t 
talk very good.” Her voice box tightens when she 
begins to talk, and it is a strain for her to talk. 
The weather has no effect on this trouble, and 
she has had no throat surgery of any type. The 
onset was 12 years ago, when she had something 
“break” in her throat. Before that time, she had 
no trouble talking. Examination with a laryngeal 
mirror showed her true cords to be white and 
smooth and to move readily with phonation and 
respiration. On phonation, she was able to hold 
the cords in approximation and there was no bow- 
ing. The remainder of her ear, nose, and throat 
examination revealed entirely negative results. 
Her blood pressure is slightly elevated (188/100 
mm. Hg). Her history, with the exception of a 
streptococcic sore throat in 1957 and a premature 
menopause 12 years ago, secondary to surgery, is 
completely negative. The onset appeared before 
her premature menopause. Please give sugges- 
tions and ideas concerning the patient's com- 
plaint. M.D., Ohio. 


ANnswer.—The normal approximation of the vocal 
cords on phonation and the absence of any visible 
pathology in the larynx after 12 years of vocal diffi- 
culty lend support to the presumption that the 
patient's symptoms are on a functional basis. Direct 
laryngoscopy would be of supplementary aid in rul- 
ing out organic disease and would have the addi- 
tional advantage, through premedication and local 
anesthesia, of inducing sufficient muscular relax- 
ation to produce a temporarily normal voice. It is 
entirely possible that an attack of acute laryngitis 
was responsible for the patient's initial episode of 
hoarseness and that the dysphonia has continued as 
a nervous phenomenon. Appraisal and voice train- 
ing by a competent speech therapist should be rec- 
ommended. The inquirer will find much of interest 
in a book entitled “The Voice of Neurosis” by 
Moses (New York, Grune & Stratton, Inc., 1954). 


FAILURE OF INTRAVENOUS INFUSIONS 

To tHe Eprror:—Many intravenous feedings and 
transfusions started in hospitals cannot be com- 
pleted and must be restarted. What are the per- 
centage and the causes of such failures? Are they 
all due to dislodgment of the needle in the vein, 
or are other factors involved? 

M.D., Pennsylvania. 


ANSWER.—A survey was made on seven surgical 
wards, totaling about 200 beds, and it was found 
that about 450 intravenous infusions of fluid and 27 
blood transfusions are given on these wards per 
month. This does not include those given in the 
operating room. Of these, 185 are started by a doc- 
tor, 250 by a nurse anesthetist, and 15 by a ward 
nurse. There are about 55 failures or restarts each 
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month, an incidence of 12.2%. A number of factors 
are involved in failures necessitating a restart: 
(1) poor or inaccessible veins due to infancy, 
obesity, or such factors; (2) poor placement of the 
needle and poor choice of site, allowing easy dis- 
lodgment; (3) improper insertion of the needle, 
with puncture of the posterior wall, or poor anchor- 
age, allowing dislodgment; (4) extreme restlessness 
of the patient; and (5) moving and transporting the 
patient from operating table to litter to bed in the 
recovery unit to litter to ward bed. There were no 
reactions to intravenous infusion in the period of 
study, so this was not a factor in failure to complete 
the infusion. There was a 1% incidence of minor 
reaction to blood transfusion, but this often is not 
immediate and does not necessarily terminate the 
transfusion prematurely. It is apparent that most 
failures and restarts are due to human error factors. 
Insertion of a plastic catheter through the needle 
for retention in the vein obviates some but not all 
of the failures, However, this consultant's experi- 
ence is that thrombophlebitis eventuates in about 
48 hours. Rate of flow of intravenous infusion was 
not incriminated but is important. Too rapid flow 
may cause leaking around the needle, with external 
compression 9f the vein and failure. Too slow a flow 
fatigues the patient to the point that he moves or 
may intentionally remove the needle. 


LABORATORY TESTS WITH STORED SERUM 


To THe Eprror:—Is there published evidence show- 
ing the degree of “change” which occurs in 
cephalin flocculation, thymol turbidity, and the 
bilirubin level when serum is stored (refrigerated 
but not frozen) for more than 24, 48, or 72 hours? 
It is stated in certain textbooks that the cephalin 


flocculation becomes “more positive” and the 
bilirubin level “decreases” when such a delay 
occurs and, hence, results are not valid. Has this 
been proved, and has the degree of alteration 
been demonstrated by any actual quantitative 


study? M.D., California. 


Answer.—The bilirubin content of serum remains 
unchanged for days when kept cold and in the 
dark ( Vahlquist, Acta Pediat. [supp. 5] 28:1, 1941; 
With, Nord. med. 13:721, 1942). However, serum 
bilirubin, especially the direct-reacting fraction, is 
sensitive to oxidation and sunlight (Coolidge, 
J. Biol. Chem. 132:119, 1940). There is no significant 
change in thymol turbidity values after storage of 
serum in a refrigerator for 17 to 24 hours and, in 
some instances, for as long as seven days ( Brieger 
and Friedman, Occup. Med. 2:463, 1946). To the 
knowledge of this consultant, there is no published 
evidence showing the degree of “change” which oc- 
curs in the results of the cephalin flocculation test 
when serum is stored in a refrigerator. Hanger 
(J. Clin. Invest. 18:261, 1939) originally stated, 
“The serum should preferably be fresh and pre- 
served at icebox temperature.” According to Pohle 
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and Stewart (J. Clin. Invest. 20:241, 1941), blood 
should be drawn six hours prior to the performance 
of the test. Finally, Yardumian and Weisband (Am. 
J. Clin. Path. 13:383, 1943) reported that serum 
which has been refrigerated for one day or longer 
may yield false-positive results on testing. 


AEROPHAGIA 


To THE Eprror:—A 61-year-old woman has had a 
complaint of belching for three months. Dietary 
measures have been used, such as giving smooth 
diets and getting the patient to eat slowly and 
not to swallow any excessive air. However, noth- 
ing seems to have eased the belching. As a matter 
of fact, the patient states that the condition is 
progressing. Please give an opinion as to the pos- 
sible cause and advice as to future treatment. 

Jacob J. Altholtz, M.D., Brooklyn, N.Y. 


Answer.—This history is that of a typical case of 
aerophagia. It is, however, important to be sure 
about any disturbed functions of the digestive tract. 
One should be particularly certain about any 
cardiac lesion, such as an esophageal hiatus hernia. 
Is the patient obese? If no organic or disturbed 
functions of the gastrointestinal tract are found, 
the patient should be advised to eat foods unlikely 
to form gas, to chew always with her mouth closed, 
and to open her mouth when she belches so that 
she may not reswallow the air. Make sure that she 
has regular and adequate bowel function, and, 
finally, instruct her to take small doses of charcoal 
powder, placing one-half teaspoonful of charcoal 
powder on the back of her tongue and washing it 
down quickly with a little water, about 10 minutes 
before each meal. 


RADIOACTIVE IODINE TEST AND STEROIDS 


To THE Eprror:—What is the effect of corticosteroid 
therapy on the uptake of radioactive iodine? If 
there is any effect, how is it explained physi- 
ologically? 

Norman A. Schwartz, M.D., McKeesport, Pa. 


ANswer.—Moderate to large doses of corticoster- 
oids administered over a period of several weeks 
suppress the pituitary production of thyrotropin, 
thereby producing a relative hypofunction of the 
thyroid gland. The radioactive iodine uptake in 
such instances will be in the low normal or hypo- 
thyroid range, and exogenous thyroid therapy is 
usually indicated. 


References 

Paris, J., and others: Effect of Hormones on Renal Clear- 
ance of Radioiodine in Rat, Am. J. Physiol. 1832163-166 
(Oct.) 1955. 

Ingbar, S. H.: Effect of Cortisone on Thyroidal and Renal 
Metabolism of Iodine, Endocrinology 43%:171-181 (Aug. ) 
1953. 

Berson, S. A., and Yalow, R. S.: Effect of Cortisone on 
Iodine Accumulating Function of Thyroid Gland in Euthy- 
roid Subjects, J. Clin. Endocrinol. 12:407-422 (April) 1952. 


4 
fe 
333 
< 


for dependable, 
uniform, 
predictable response... 


LABORATORIES 
WEW YORK 


Demerol 


a dosage form 
for every type 

of 
pain 


FOR PARENTERAL USE 
5% solution (50 mg. per cc.) 
Ampuls of 0.5 cc. (pediatric) 
Ampuls of 1 cc. 
Ampuls of 1.5 ce. 
Ampuls of 2 ce. 
Vials of 30 cc. 


10% solution (100 mg. per cc.) 
Ampuls of 1 cc. 

Vials of 20 ce. 

Disposable syringes of 1 cc. 


Demerol with Scopolamine (50 mg. 
Demerol HCI and 1/300 grain 
scopolamine HBr per cc.) 

Ampuls of 2 ce. 

Vials of 30 ce. 


Demerol with Atropine (50 mg. Demerol 
HCl and 1/300 grain atropine 
sulfate per cc.) 

Ampuls of 2 cc. 


FOR ORAL USE 
Tablets of 50 mg. 


Tablets of 100 mg. 


Elixir, nonalcoholic 
(50 mg. per 5 cc. teaspoon) 
pleasant banana flavor — especially useful 
for children 


Powder, vials of 15 Gm. 


A.P.C. with Demerol tablets, scored tablets 
containing 200 mg. (3 grains) aspirin, 
150 mg. (22 grains) phenacetin, 

30 mg. (2 grain) caffeine, 30 mg. 
(% grain) Demerol HCI. 


Demerol (brand of meperidine), 
trademork reg. U.S. Pot. Off. 
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order. Currency should not be sent unless the 
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ies, or single-spaced manuscripts will not be con- 
sidered. Footnotes and _ bibliographies should 
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name of author, title of article, name of pe iodical, 
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—and vear. Because of lack of space, it is necessary 
to limit the number of bibliographic footnotes to 
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RESPONSIBILITY FOR 
MENTS: While manuscripts are 
editing so that they conform to the style adopted 
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publications, the author assumes the responsibility 
for the statements he makes. Unless so stated, the 
opinions expressed in articles in THe JournNAL do 
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STATE- 


subject 
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is published. 


PRICE LIST 
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THE DIETENE NiIBBLER 


Both “nibblers’ 
but ones 
losing weight 


One eats fattening nibbles. The other 
drinks a Dietene Milk Shake to satisfy 
the craving for ‘“‘something good to 
eat’? between meals—part of a sound 
reducing program 

Two Dietene Milk Shakes daily 
supply 36 grams of protein fortified 
with essential vitamins and minerals, 
providing more than half of a day’s 
nutritional requirements. And Die- 
tene’s good taste solves the problem 
of between-meal nibbling. 

Thus obese patients find it easy to 
accept reduced portions of the wide 
variety of foods in the Dietene 1000 
Calorie Diet. They lose weight safely 
and sensibly . . . and like it. 


FREE 1-POUND CAN OF DIETENE 
See how quickly it mixes with 


C3 skim milk, how good it tastes. 
tHe DIETENE company 
Minneapolis 16, Minn. paii228 | 
Please send me free a 1-pound can of | 
Instant Dietene (regularly $1.89) and | 
| free supply of Dietene Diet Sheets. | 


| Name 
| Address | 
cit 


WE ARE SEEKING 
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| CLASSIFIED ADVERTISEMENTS 


Personal classified advertis ing rates are $7 for ads 


of 30 words or less and 25¢ each additional word 
in regular type or $8.75 for 30 words and 30¢ each 
additional word in bold face type. There is also a 
45e charge made on the first insertion of an ad 
when a box number is used and answers sent care 
ot AMA. Count 4 additional words for a box, 
Commercial classified advertising rates are $9 for 
ads of 20 words or less and 30¢ each additional 
word in regular type or $11.25 for 20 words and 
40c each additional word in bold face type. Com- 
mercial rates cover all ads of manufacturers, 
dealers, agencies, ete. Box number charge same 
us personal ads. 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 


FORMS CLOSE 15 DAYS PRIOR TO 
DATE OF ISSUE 


Journal A.M.A., 535 N. Dearborn St., Chicago 10 


NOTICE 


CYTO TECHNOLOGIST — 
ence; eligible ASCP registry ; 
sonnel Director, Harper Hospital, 


2 YEARS COLLEGE SCI- 
experience preferred; Per- 
Detroit, Michigan 


ON MEDICAL SPECIAL 


connected 


of "Medical Ret 
Plymouth Court, Chicago 45 


ELECTROCARDIOGRAPHIC SERVICE 
cardiograiis Uiterpreted; tor full int 
The Louisville Diagnostic Service 22 West 
Avenue, Louisville, Kentucky (14 


REGISTERED DIETITIAN—SALARY $506 
homa, OKlahoma Tuberculosis 
Clinton, Oklahoma 


A MONTIL; 


Sanatoriun 


Box 13 


RESIDENCIES WANTED 


OPHTHALMOLOGY oR ARY NGOLOGY Ar 
proved resideney desired citizen and graduats 
7026, A 


ASSISTANT WANTED 


| SRIGHT FUTURE OFFERED: CENTRAL NEW JER- 
sey; by two young general practitioners to general prac 
titioner assistant; 2 years graded salary; then partner- 


ship; excellent office, neighborhood; fine schools, relig- 
ious facilities, recreation, transportation, housing. Box 
6193 B, So AMA. 


MEDICAL DIRECTOR WANTED 


AN OUTSTANDING DOCTOR OF 
medicine to become Medical Director for Gillette Lab- 
oratories, a pharmaceutical division of Gillette Com- 
pany; responsibilities will include conducting clinical 
investigations in participation in pharmaceutical and 
bio-chemical research; and in guidance of product wc 


velopment activities; candidate should have several 
years industrial drug company experience, strong inter- 
ests in research in medicine and related flelds: age 30 
to 40. Send abstract of experience to: N. E. Willging. 
Gillette Laboratories, 456 Merchandise Mart, Chicago 
54, Illinois. 
PHYSICIANS WANTED 
MEDICAL DIRECTOR WANTED—RBOARD PILYSIA 
trist; rehabilitation center and hospital; specializing in 
neurologic and orthopedic disability; complet lepart 
of physical and occupational therapy sala 
i medical director wanted physia 
ligibl re tation cent in 
tlizing in ne and accidental disab 
t " therapy ts ulary open. | 
te write Calnan Adminis 
trator, ‘tie Springs Magnetic Sprin 
Ohio 


OPPORTUNITIES AVAILABLE 
physicians as Directors of local 
salary range with recognized public heaith training or 
experience $10,032 to $12,000; applicants without train- 
ing or experience given on-the-job training and paid 
$9,168; beginning salary; applicants must be American 


IN VIRGINIA FOR 
health departments; 


citizens, under 48 and eligible for Virginia licensure: 
liberal sick leave, vacation and retirement benefits 
Write: Director of Local Health Services, 


State Depart- 
ment of Health, Richmond 19, c 


Virginia. 


Avenve ( Public Library) 


jalists in Since 1926 


116 


(Continued on page 


= 
§ 
3 
3 
7 
THE FATTENING NIBBLER 
» 
| 
| ties wanted; must be itm 
a, with accredited medical school, ¢ must be MD in 
| private or group practice; write stating special feld 
na A : fields and state timely, vital phases of these specialtic 
prepa i ippropriate honorarium; if pul 
| uthor’s name. The Institute 
ence Division, 540 South 
Illinois 
‘ 
crite 
Florence 
~ =, 
| 
a 
Speci | 
| 
| 
» 


2 hours Lontabs are in the 
stomach and small bowel. Release of 
core substance is well under way. 


4 hours Lontabs are in the ileum 
and cecum as core has steadily eroded. 


SHOW 
HOW ONE 


PYRIBENZAMINE’ 
LONTAB' 


relieves allergy all day or all night 


The unretouched X-ray films show how Lontabs release medication in the 8 hours Lontabs are still visible as 
digestive tract. So that the prolonged erosion of the Lontab core could substance of core continues to be released. 
be visualized by X-ray, subject was given 10 Lontabs, each containing 100 
mg. of a radiopaque substance in place of Pyribenzamine. 

With its unique formulation, the Pyribenzamine 

Lontab not only relieves allergy symptoms 

promptly, but sustains relief as long as 12 hours. 


Special outer shell releases 33 mg. Pyribenzamine 
hydrochloride within 10 minutes. 


Unique core releases approximately 18 mg. Pyri- 
benzamine hydrochloride the Ist hour, approxi- 
mately 50 mg. from the 2nd to the 12th hour. 
SUPPLIED: Pyribenzamine Lontabs — full-strength — 100 mg. (light blue) . 
NOW AVAILABLE: Pyribenzamine Lontabs — half-strength — 50 mg. (light green) 
— for children over 5 and for adults who require less antiallergic medication. 


PYRIBENZAMINE® hydrochloride (tripelennamine hydrochloride CIBA) 
LONTABS® (long-acting tablets CIBA) 
2 C I B A SUMMIT. N J 
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WILL IT 
WORK 
FOR 

ME? 


This is a justifiable query regarding any 
form of therapy. Products with excellent 
clinical reports often fail when measured 
by the yardstick of day-to-day practice. 


To supplement clinical and laboratory 
investigations, Unitensen and 
Unitensen-R were supplied to 1,988 phy- 
sicians who report the following results 
in treating 21,132 hypertensive patients. 


PROOF IN PRACTICE 


NO. OF PATIENTS RESULTS 
6,553 EXCELLENT 
10,843 GooD 
2,703 FAIR 12.8% 
1,033 UNSATISFACTORY 4.9% 
(TOTAL NUMBER OF SIDE EFFECTS: 638, 3.0%) 


PERCENT 
31.0% 
51.3% 


These data prove that 
Unitensen affords well 
tolerated, dependable of- 
fice management for the 
majority of hypertensive 
patients. Unitensen lowers 
blood pressure .. . im- 
proves renal and cerebral 
blood flow . . . exerts no 
adverse effects on circula- 
tion . . . and, is virtually 
free of serious side effects. 


UNITENSEN 


"Each Unitensen tablet c 3 
Cryptenamine (tannates) 2.0 mg. 


UNITENSEN-R* 


Each Unitensen-R tablet contains: 
-(tannates) 1.0 


Resefpine, 0.1mg. 

For prescription economy, pre-- 
scribeinS0’s. 
Clinical supplies available 


ILLINOIS 


DECATUR, 


NEISLER & CO. 


IRWIN, 


TONICS AND SEDATIVES 


e 
My Favorite Story 
In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


An epic week-end in Southern California 
| was in full alcoholic swing when the earth- 
| quake came. Chimneys toppled the 
| street. Water mains were broken. 
| All the guests rushed outside from the 
| party but one chap was missing. The host 
| dashed in and there inthe bathroom he found 

his friend knee deep in water. 

The guest only mumbled, “Honest, | 
swear, all I did was pull the handle.” 


During a recent British election cam- 
paign when the socialists were in power, a 
conservative candidate was addressing a 
| meeting. 
| The socialist candidate heckled him by 
saying, “Why have we the finest: genera- 
tion of children ever known in this coun- 
try?” 

Immediately, from the speaker came the 
reply, “Because they 
| private enterprise.” 


were produced by 


ro) 
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_ Looking for an inexpensive gift for a 
friend, a gentleman who did not like to 
spend money entered a gift shop but found 
everything too expensive. Pricing a glass 
vase that had been broken, he found he 
could buy it for almost nothing. He asked 
the store to send it, hoping his friend 
would think it had been broken in transit. 

In due time he received an acknowledg- 
ment. “Thanks for the vase,” it read. “It 


|was so thoughtful of you to wrap each 


piece separately.” 
e 


Anecdotes 


When the defendant's name was called 


| in court, to everyone's amazement he stood 
up in the jury box. “What are you doing 


there?” barked the clerk. 

“I was called to serve on the jury,” came 
the reply. 

“But you must have known,” the clerk 
snapped, “that you couldn't sit on the jury 
and judge your own case.” 

“Well, I suppose not,” the defendant 
admitted, “I did think it was a bit of luck.” 


(Continued on page 112) 
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when obesity complicates 
serious medical problems 


a NAN wa 


Lg. 


usually be reduced*®.. discontinued.“ In obese cardiac and 
pulse rate, heart rhythm or blood pressure.2 °° Response is also notable 
obese children,” ° obstetrical’ and menopausal” patients. According to 
ae. PRELUDIN “...is...well tolerated. even by children. It is in general 
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Fetdman, R.; Alberton, C. E., and Craig, L.: California Med. 87:408, 1957. (2) Barnes, R. 
: Canad. M.A.J. 76:938 (June 1).1957. (5) Joncas, F.. and J: Union med. | 


Butazolidin’ 


(phenylbutazone Geigy) 


potent 
nonhormonal 
anti-inflammatory 


Pain relieved rapidly . . . inflam- 
mation resolved early . . . 


in Acute Superficial Thrombophlebitis 


According to Stein and Rose,! Butazolidin produces a rapid and satisfactory effect in acute 
superficial thrombophlebitis. 
In this disabling disorder, Butazolidin usually provides prompt relief from pain—often complete 
within 24 hours or less.2.5 This is generally accompanied by early reduction of fever together 
with regression of local heat, tenderness and swelling.?:+.5 Complete resolution of inflammation 
is commonly seen by the fourth day.® 
Butazolidin makes early ambulation possible. This rapid response—as a rule within 24 hours— 
greatly red incapacitation, thus avoiding undue economic loss for patients. In most cases, 
only three to seven days’ treatment is required.?.® 
BUTAZOLIDIN ® but Ge : Red ed tablets of 100 mg. BUTAZOLIDIN® Alka: Capsules containing 
BUTAZOLIDIN Geray i hydr ide 100 mg.; magnesium trisilicate 150 mg.; homatropine 
methylbromide 1.25 mg. 

. Stein, 1. D., and Rose, O. A.: A.M.A. Arch. Int. Med. 93:899, 1954. 

. Stein, I. D.: Cirevlation 12:833, 1955. 

. Potvin, Bull. Assoc. méd. lang. frang. Canada 85:941, 1956. 

K.: Angiolegy 8:44, 1957. 

ond Armstrong, J. B.: Practitioner 178:479, 1957. 

. Braden, F. R.; Collins, C. G., and Sewell, J. W.: J. Lovisiana M. Soc. 109:372, 1957. 
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Low 
Dosage 


QL 


ty 


yeyridazine Lederie e 


Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine’... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.* 


Unprecedented Low Dos2ge—Less sulfa for the kidney to cope with . . . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 
mides—a notable asset in prolonged therapy. 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (7!4 grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fi. oz. 

references: 

1. Grieble, H.G., and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infections with Sulfamethoxypyridazine. New England J. Med 


258:1-7, 1958. 
2. Editorial: New Englond J. Med, 258 :48-49, 1958. 


LEDERLE LABORATORIES, @ Division of AMERICAN CYANAMID COMPANY, Pear! River, New York t Lederie} 
*Reg. U.S. Pat, Off. a 
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ATES: 


Metamucil’ does 


In constipation, Metamucil pro- 
duces soft, easy stools and stimu- 
lates gentle peristalsis. Metamucil 
HYDRATES fecal matter by adsorb- 
ing and retaining water within the 
stool. In this way it prevents hard 
feces from forming, and it adds to 
the intestinal residue a soft, plastic 
bulk which sTIMULATEs the normal 
reflex activity of peristalsis. 


Metamucil is a brand of psyllium hydro- 
philic mucilloid with dextrose. 


SEARLE 


HYDR 


TONICS AND SEDATIVES (Continued) 


It’s in the Cards 


A favorite occupation on a cold winter | 
evening is a hot game of cards. Whether | 


it’s bridge or gin rummy, the main thing is 
who wins the money and who loses his 
temper. Around this situation has arisen a 
whole school of humor—and away we go. 


A young surgeon received a telephone 
call from a colleague who invited him to 
make a fourth at bridge. “Going out, dear?” 
asked his wife suspiciously. 

“I’m afraid so,” came the answer. “It’s a 
very important case. In fact, there are three 
doctors there already.” 


To her husband arriving home at 2 a.m., 
she snapped, “I suppose you've been hold- 
ing a sick friend’s hand all night.” 

“If I'd been holding his hand, dear, I'd 
have made enough money to buy you a 
mink coat.” 


Four men were playing bridge. One of 
them made a bad misplay. After the hand 
had been played, his partner asked him, 
“Did you lead away from strength or weak- 
ness when you played that card?” 

“From neither,” his partner answered, 
“from ignorance.” 


e 
Quotes of the Week 


An optimist is a person who saves the 
pictures in the seed catalogue to compare 
them with the flowers and vegetables he 
grows. 


Automobiles continue to be driven at 
just two speeds—lawful and awful. 


The only sound opinions some people 
have about world affairs are a lot of noise. 


We owe to the Middle Ages the two 
worst inventions of humanity—gun powder 
and romantic love. 

Sometimes one pays the most for the 

things one gets for nothing. 


In Hollywood one can get along quite 
well by knowing two words of English— 
swell and lousy. 


A beautiful woman is one you notice 


while a charming woman is one who notices 
| you. 


(Continued on page 114) 
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no 
high 
jumps 


meprobamate 
effectively relieve nervous tension and anxiety 1 
without interruption, day and night. Two 
capsules on arising last all day, two capsules 
at bedtime last all night. Exceptionally well 
tolerated ... extremely convenient. 


Dosage: 2 Meprospan capsules q. 12 h. Reference: Baird, H. W., III: 
Supplied: 200 mg. capsules, bottles of 30. A comparison of Meprospan 


‘ 1 (sustained action meprobamate 
Literature and samples on request capsule) with other 
tranquilizing and relaxing 


“WALLACE LABORATORIES, New Brunswick, N.J. 
one-2000 *reneesnsnn who discovered and introduced Miltown® Submitted for publication, 1958. 
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TREAT 


PRURITUS ANI 
ORALLY 


WITH 


| BORCHERDT’S 
MALT SOUP 
EXTRACT 


Usually the itching and burning sensa- 
tion will disappear in three or four 
days and the perianal skin will be- 
come normal in two or three weeks. 

Malt Soup Extract, by promoting 
the growth of aciduric flora in the 
lower tract, tends to create a normal 
acid condition in the lower intestine 


and thereby to create and establish | 


normal bowel functioning. 
Because this product is a food and 


not a drug there are no side effects. | 


Because it is not habit forming it can 
be given over long periods of time 
when necessary. Diabetic patients 
should allow for 60 calories for each 
tablespoonful. 

Malt Soup Extract is specially proc- 
essed non-diastatic barley malt 
extract neutralized with potassium 
carbonate. 

Two tablespoonfuls twice a day is 
the usual effective dose and this may 
be reduced to two spoonfuls at bed 
time when satisfactory results are 
secured. 


Malt Soup Extract is available in 


liquid and powder form in 8 oz. and 


16 oz. jars at most drug stores coast 


to coast. 


Samples and literature gladly sent 


on your request. 


Borcherdt Company 
217 North Wolcott Avenue 
Chicago 12, Illinois 
In Canada: Chemo Drug Co. Ltd., Toronto 


Borcherdt Company | 
217 North Wolcott Avenue | 
Chicago 12, Illinois | 
Gentlemen, please send me free samples of | 
Malt Soup Extract and Literature for Pruritus | 
Ani. | 
Dr M.D. 
Address | 

| 
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| TONICS AND SEDATIVES 


(Continued) 


There is only one way to handle a wom- | 
| an. The trouble is nobody knows what it is. | 

lo insist on drinking before driving is to 
put the quart before the hearse. 


Conceit is God’s gift to little men. 


“It's not just the work I enjoy,” con- 
fided the cab driver. “It’s the people you 
run into.” 


Taxes are just like golf. You drive your 
heart out for the green and then end up in | 
the hole. 


Some people don’t have much to say, | 
but you have to listen so long to find it out. 


An architect was having a difficult time 
with a prospective home builder. “Could 
you give me some idea,” he pleaded, “of 
what the general type of house you want 
to build is?” 

“Well,” replied the man hesitatingly, “all 
I know is that it must go with an antique 
door knob my wife bought in Vermont.” 


“She’s the angriest bride I’ve ever seen 
and I can’t imagine why. The newspaper 
carried a complete account of her wedding 
plans. They even included the fact that the 
groom is a well-known collector of an- | 
tiques.” 


| A man stopped at a small-town garage 
and told the mechanic, “Whenever | hit 80, 
there’s a knocking in the engine.” 

The mechanic gave the vehicle a long 
and thorough investigation, and after much 
testing wiped his hands and drawled, “I 
don’t see nothin’ wrong, mister. It must be 
the good Lord warning you.” 


| 


nausea 


Tuckahoe, New York 


1000 RAISED LETTERS4.75 : 


BUSINESS CARDS ..... 
: OR 6% ENVELOPES eed. : 
MORRIS J. UMLAS 
2 Dept. M, 1551 Southern Bivd., N.Y.C. 602 
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“Such miserable luck! Whenever your relatives drop by 
I never get a single night call!” 


|| J.A.M.A., Nov. 22, 1958 
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new safety 
in oral 


iron therapy 
—through 


ORIGINAL ARTICLES 
RADIATION ANT | 
| the chemistry 
of chelation 


eorge MO. 
ELECTROCARDIOG2IAM AN 
D. E Mole MO. Clee 


HYPOVENTILATION AND , 
FOR TRORACIC SURGE 4 
“the problem of acute toxicity of 


ond Michel Bourgeo: 
CHELATE (RON THERAPY 
ie iron must now be seriously con- 
sidered .. . an increasing number 


Murrey Fronklin, 
end C Kemo, 
OBSERVATIONS ON S$! 
1. C. Scheffey, m. 
| / been reported after the accidental 


WEALTH SERVICES SC 
1 
Reichert, ingestion of iron by children. 
“it is evident that the acute toxicity chelate 
iron therapy 


ORGANIC AND O2 
Weir, 


near-fatal and fatal poisonings Hawg 


Sheffer, 


TH 
iron choline citrate [chelated iron] 


DISOROFRS OF 


OF THE 
Arom Gt 


VESICORECTO" 


(lron Choline Citrate) 


0. W. Kreme 
CLINICAL NE 
/ much less than that of ferrotiga 
Che sulfate... with 
NEW, PRACTICs 
*Franklin, M., et al.:"Chelate Iron 
J.A.M.A, 166: 1685, Apr. 5, 1958, 


FURTHER O8F 
0G j 
ond 
SPECIAL 
4 a new chemohematinic for oral 
iron therapy...notably effective... 
exceptionally well tolerated 


Council 
... Significantly less toxic on 
accidental overdosage 


TABLETS— 3 Ferrouip Tablets supply 1.0 Gm. 
iron choline citrate,* equiv. 120 mg. 


elemental iron and 360 mg. choline base. 
Bottles of 100, 1000. 
SYRUP—1 fl.oz. Ferrouip Syrup provides 
120 mg. elemental iron, equiv. 3 tablets. 
Pints and gallons. 
PEDIATRIC DROPS—Each cc. FERROLIP 
Pediatric Drops provides 16 mg. elemental 
iron, 48 mg. choline base. In 30-cc. 
unbreakable plastic squeeze bottles. 


e 
Jltint EATON &4 COMPANY 


Oecatur, IMlinois 


tU. S. Pat. 2.575.611 
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cal react 


Love 


No fasting °« 


No special diets °« 


“WORMS HATE 


No purging 


The new Piperazate Wafers, utilizing insoluble piperazine phosphate, provide 
short, pleasant piperazine treatment for intestinal helminths. For pinworm, only one 
dose a day for just one week is required; for roundworm, a single dose. 


Kids love the cool, tasty mint flavor of Piperazate Wafers. There is no possibility 
of spillage or variation in the size of the dose. And the use of Piperazate avoids the 
high incidence—35-50%—of nausea, vomiting and diarrhea which may be asso- 


ciated with gentian violet therapy.’ 


Piperazate assures a 90% cure rate in one week's treatment of pinworm? and an 
85% cure rate in one day's treatment of roundworm.* 


One Week Dosage 
for Pinworm 
Children 15-30 Ibs. ... 
Children 31-60 Ibs. ... 
Children 61 Ibs. 

and over . 


To be sucked or ined before 
breakfast for 7 consecutive days. 


One Day Dosage 
for Roundworm 
Children 20-30 Ibs. .. 
Children 31-40 Ibs. 
Children over 40 Ibs. ; 
and adults . 7 Wafers 
To be taken at one time on one 
day only. 


3 Wafers 
4 Wafers 


1 Wafer 
2 Wafers 


4 Wafers 


Piperazate Wafers 


Supplied: 6. 
In packages 
of 28 Wafers 


Shes Leeming 155 


(Continued from page 106) 


IN BEAUTIFUL VERMONT—POPULATION APP ROX- 
imately 2,000; urgently need a general practitioner; ‘ 
open staff hospitals; 12, 30 and 35 miles respectively; 
community has prepared and equipped a non-profit 
diagnostic facility; includes x-ray, eleectrocardiograph, 
laboratory, technician, ete; located in beautiful seenic 
section of Vermont; good schools and churches; ex 
cellent hunting, fishing, skiing ete. For further infor 
mation write to: Black River Health Center, Ine., Box 
145, Cavendish, Vermont 


INTERNISTS AND GENERAL PRACTITIONERS 
wanted—Openings for physicians in a general medical 
clinic and as a ward physician on the medical service 
in & university affiliated 823 bed Veterans Administra 
tion General Hospital; citizenship and any state medical 
license required; salary $9,890 to $13,058 dependent on 
training and experience; fringe benefits. Apply to: 
Dr. A. Tomasulo, Director, Professional Services, Vet 
erans Administration Center, Dayton, Ohio. Cc 


WANTED—GENERAL PRACTITIONER; EXCELLENT 
opportunity; well established fully equipped office avail- 
able due to recent death of physician; town 6,000 popu- 
lation; prosperous rural surroundings; 50 bed accredited 
hospital ; complete medical, surgical, x-ray equipment 
and office available now; for interview and inspection of 
office, contact: Thomas R. Charles, DDS, 309 State 
Street, Beardstown, Ilinois, Phone 679 or 220. c 


Goodman, L., and Gilman, A.: 
New York, Macmillan, 1955, p. 3153. 2. 
161:515 (June) 1956. 3. Hoekenga, M. T.: World M. J. 3:299 (Sept.) 1956. 


piperazine phosphate, Leeming, 500 mg. 


Pharmacological Basis of Therapeutics, 
Brown, et al.: J.A.N 


TRADEMARK 


East 44th Street, New York 17, N. Y. 


head department; not certified as staff anesthesiologist; 


| ANESTHESIOLOGIST (2)—-BOARD CERTIFIED TO 


823 bed general hospital; university affliated; citizen 
ship required; state license in any state acceptable; sal 
iry dependent on applicant's qualifications; fringe bene 
fits. Apply to: Dr 


Richard J. 1 Chief, Surgical 


Veterans Administration ospital, Dayton, 
( 


WANTED—BOARD CERTIFIED PEDIATRICIAN; FOR 
full time hospital practice in professional care program 
of the Miners Memorial Hospitals; starting compensa- 
tion $18,000-$20.000; progressive pay scale. For details 
address: The Clinical Director, Miners Memorial Hos- 
Association, 1427 Eye Street, N. W., 


WANTED — YOUNG GENERAL PRACTITIONER AS 
associate to general practitioner; main qualification, 
willingness to work hard; experience not necessary; 
Starting salary $700 per month with increase every 6 
months; seasoned practitioner proportionately more 
Henry J. Glah, Jr., MD, 906 East Orange Street, Lan 
caster, Pennsylvania. Cc 


WANTED—BOARD CERTIFIED ANESTHESIOLOGIST; 
for full time hospital practice in professional care pro- 
gram of the Miners Memorial Hospitals: starting com- 
pensation $20,000; progressive pay scale. For details ad- 
dress: The Clinical Director, Miners Memorial Hospital 
pegonen. 1427 Eye Street, N. W., Washington & 


! 


J.A.M.A., Nov. 22, 1958 


SHAY MEDICAL “AGENCY 
55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 


Med Dir, _ must have adm. | 
& grnd; 


between 40-50; MW; to $20.0) 
adm. clin. work w/cons. executive staff 
plendid conditions; perm. 
ANESTHESIOLOGY : sm. Calif. hosp; work pleasant; fee- 
dept has Cert Anes & nurse anes; coop staff 


GENERAL PRACTICE: (a) yng. man for assn. w sm. 


orp. in sm. ex-resort twn; well equip. new cl, working 
w/new hosp in stages of expansn; to $15,000 Ist yr: 
then full & equal prtnrshp (b) pract avail, south 
Calif, doc levng a/e family hith; can gross at least 
$15,000 Ist yr; poss RR & Ins appntmnts;: 3 open 
staff hosps w/in 15 min of offi: sale price $15,000; 
$3000 down; terms 


| INDUSTRIAL: SW firm; up-to-date Med Dept; requires 


min 2 yrs exp indus med & someone w_ potentialities 
of becoming supervisor of Clinical Div; wealth of into 
avail re radiatn med 

INSURANCE: qual Internist int in perm postn as Med 
Underwriter; sal open; good future; hrs. reg 

mi oe 6 man orp, nr Chgo; $1000 start, prtneshp 


MEDICAC ‘DIRECTOR: F/T; E; dermatological pharm 
hse seeks doc w pharm. inclinatns;: should be fam- 
iliar w/clin investigators, have good writng facil, & 
have some exp in med dept of pharm co; sai open 

OBSTETRICS-GYNECOLOGY: w abd surg; to $15,000 
net start; asst FACS est 25 yrs; metropolitan area; E 

OPHTHALMOLOGY: assoc in tremen pract in MW 
w Cert eye man enjoying nati reputation; $10-$12,000, 
then % until complete prtnrshp rechd; no strngs at- 


tached 

ORTHOPEDIC SURGERY: assoc. w/outstanding Choo 
specialist; finan. arrangements open; good opptny for 
right yng man 

PEDIATRICS. excel. opptny. Cert or bo'd elig man, to 
$14,000 Ist yr: prtnrshp after 3 yrs; midway between 
Mayo'’s & U-Minn; orp of 6 (no ped) est 45 yrs now 
engaged in extensive moderniztn of phys plant 

PHARMACEUTICAL: pref man w basic resrch trong or 
trng in 1 of specialties such as surg, ped, anes, etc: 
want somebody to become interested in a gen! solutn 
line & part. electrolyte balance; MW; to $14,000; 
must be under 40 

ek mr? med staff, airline, MW, must have exp or 

in aviatn med; $1000 mo 
PSYCHIATRIST: growing state hosp; Pac NW: 1700 pts, 
here mental illness: to $1000 mo & mtn 
RADIOLOG comb. priv offices & hosp pract serving 5 
vp T basis: $18,000 ist yr assured; 

STUDENT. "WEALTH: (a) duties: clinical, resrch. 

tehng in ——— & PH to undergrads; $12,000 begin. 


oe “og vact MW (b) staff vacancies; dept of 6 
| e: 63, 000 students; $8000 min; 
suRGt RY: w some GP; assn in w/active 34 yr old 


— $15-20,000 poss tart which can be doubled 


yr 
UROL OGY : assoc to share 50/50 in pract now grossing 
75.000; est 1\ yrs; poss Univ affil; oil territory Okla 


Upon request one of our applications will be mailed to 
you. Write us today—e post card will do. 


| PATHOLOGIST — 


GENERAL 


WANTED—BOARD CERTIFIED ORTHOPEDIC SUR.- 
geon; for full time hospital practice in professional 
care program of the Miners Memorial Hospitals; start- 
ing compensation $20,000-$22,000; progressive pay scale 
For details address: The Clinical Director, Miners 
Memorial Hospital Association, 1427 Eye Street, N. W.. 
Washington, Cc. 

DOCTOR TO SERVI 


WANTED-AN ADDITIONAL 


ral practitioner with training in obstetrics; in a 

wing community on Maryland's eastern shot nea 

wsapeake Bay Bridg hospitals within 30 1 

; housing available : Dre sent doctor agreeable. Full 
information may be obtained by writing Reverer 
Richard Bready, Stevensville, Maryland ( 


EXCELLENT OPPORTUNITY FOR 


private practice in pathology to serve a population area 
of 50,000; fully approved hospital facilities and cooper- 
ative medical staff in progressive western city; we need 
a man who will contribute to our present high medical 
standards. Write: Administrator, W. R. Coe Memorial 

c 


Hospital, Cody, Wyoming. 


PRACTITIONERS—TO JOIN SUBURBAN 
group in central New York; salary open; guaranteed 
t year; with partnership later; three genera 

ypen staff; within 10 mile re 1 
area, call: George W. Condit, 
7082 New York City or address 


WANTED — BOARD CERTIFIED INTERNIST; FOR 
full time hospital practice in professional care pro- 
gram of the Miners Memorial Hospitals; experience in 
the field of hematology preferred; starting compensation 
$18,000; progressive pay scale. For details address: The 
Clinical Director, Miners Memorial Hospital Associa- 
tion, 1427 Eye Street, N. W., Washington 5, D.C. C 


WANTED—GENERAL PRACTITIONER ASSOCIATE; 
younger doctor preferred; to associate and assume part 
nership after first vear; larg t York State general 
practice grossing up to $50,000; details of age, marital 
status and background and training in first letter BOX 
7031 C, % AMA 


ORTHOPAEDIC SURGEON WANTED—ILLINOIS; TO 
associate with Board certified orthopaedic surgeon; 
Board qualified man preferred; but one with i8 months 
or more approved residency will be considered; salary 
at least $16,000 Ist year, full partnership in three years; 
oo full particulars in first letter. Box 7016 C, 


CERTIFIED PSYCHIATRIST; MUST BE AMERICAN 
graduate; interested in helping teach residents; three 
year approved residency; $14,700 to $21,000 plus $1,S00 
in lieu of family maintenance. Write: W. C Brinegar, 
— Superintendent, Mental Health Institute, Cherokee, 
owa, 


(Continued on page 122) 
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“This substance [Vitamin 
has added greatly to the 
safety of anticoagulant therapy” 


! reverse anticoagulant-induced hypoprothrombinemia 


VITAMIN Kj 


the only available preparation chemically identical with naturally-occurring vitamin K,... 
“has a more prompt, more potent and more prolonged effect than the vitamin K analogues’”” 


3 Dosage: Orally, to modify anticoagulant effects: 5 to 10 mg. initially; 15 to 25 


mg. for more vigorous action. Intravenously, for antigoagulant-induced bleeding 
emergencies, 10 to 50 mg.; may be repeated as indieated by prothrombin time 


response. (Some clinicians advise their patients to keep a supply of tablets on 

4 hand at all times; if gross bleeding occurs, the patients are instructed to take 
4 10 mg. and phone the doctor.!) 

i. Supplied: Tablets, 5 mg., bottles of 100. Emulsion, each i-cc. ampul con- 


tains 50 mg., boxes of 6 ampuls. 


Other indications: To normalize prothrombin time—before surgery, in 
obstructive jaundice, hepatic disease, impaired gastrointestinal absorption, 
deficiency of vitamin K in the newborn, and following the administration 
of antibiotics, sulfonamides, and salicylates. ‘Mephyton’ is a valuable 
addition to the physician's bag for emergency use. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
Mephyton is a trade-mark of MERCK & CO., Inc 


1. Wright, I. S.: Early use of anticoagulants in treatment of myocardial infarction, J.A.M.A. 163: 918-921, March 16, 1957. 
2. Council on Pharmacy and Chemistry: New and Nonofficial Remedies, Philadelphia, J. B. Lippincott Co., 1956, p. 505. 
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the most effective antibiotic 


available against staphylococci 


CRYSTALLIZED 


(RISTOCETIN, ABBOTT) 
PREPARED FROM PURE CRYSTALS 


Provides Outstanding Clinical Effectiveness Against Coccal 
Infections, Including Resistant Staphylococci and Enterococci; 


Provides Bactericidal Action Against Coccal Infections’ 


Provides Successful Short-Term Therapy In Endocarditis’ 
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Now, after just 12 months, SPONTIN has become an outstanding 
drug of choice against resistant staphylococci, and in other serious 
coccal infections. 

Six papers presented at the Antibiotics Symposium’ reported 
the effectiveness of SPONTIN against resistant staphylococcal! in- 
fections. Clinical responses involved enterococcal endocarditis, 
staphylococcal pneumonias and staphylococcal bacteremias. 
Many of these patients were going downhill steadily—in spite of 
treatment by other antibiotics. 

Toxicity? Careful attention to dosage recommendations has 
practically eliminated toxicity and side effects as serious obstacles 
to therapy. Also, recent improvements have been made inthe manu- 
facture of SPONTIN; the drug is now made from pure crystals. A 
recent report’ in the Journal of the American Medical Association 
concluded, ‘‘It is our opinion that, if proper precautions are ob- 
served, ristocetin is a [well-tolerated] and potent agent to employ 
in the treatment of staphylococcal infections." 

lf you do not have the revised literature on this lifesaving anti- 

biotic, please contact your Abbott Representative soon; or write 
direct to Abbott Laboratories, North Chicago, Illinois. 
INDICATIONS: Against a wide range of staphylococcal, strep- 
tococcal, pneumococcal and enterococcal infections. A drug of 
choice for treating serious infections particularly those caused by 
organisms that resist all other antibiotics. 
DOSAGE: Administered intravenously. In pneumococcal, strep- 
tococcal and enterococcal infections, a dosage of 25 mg./Kg. will 
usually be adequate. Majority of staphylococcal infections will be 
controlled by 25 to 50 mg./Kg. per day. It is recommended that the 
daily dosages be divided into two or three equal parts at eight- or 
12-hour intervals. 


SUPPLIED: In vials containing a sterile, lyophilized 


powder, representing 500 mg. of ristocetin A activity. 


xth A al oSympo 
2. Ant tics A rv) 
3. J.A.M.A., 167:158 
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“The addition of Ritalin gave 
this patient an extra boost...’”* 


a 


clinical investigators report 
benefits and safety of 


_ In Chicago one feels the polse of the nation’s stry 
_Itis crisserossed by transcontinental railways, airways, and super- 


of steel and stone. Chicago is the world’s outstanding meat packer, 
~ home of the largest pe and livestock markets, and of a publish- 
_ ing and gers. —e From its factories pour iron and steel, 
machinery, elec ipment, railroad cars and 
chemicals and textiles. 
in atomic fission. 


look for the new 


AMA 


next issue December 1 


ae changes. To experience those cold slashing wi 

in from the lake in late fall or winter is to remember 


MEDICAL 
UNIVERSITY 


Chicago—as in other cities th nation nd: 117 


an ample supply of TYZINE, a nasal decongestant 

_ long-lasting action. TYZINE is bland, entirely from tas 
odor, and with virtually no sting, burn, or rebound 

try 


lied in three convenient dosage forms. We suggest tha 
INE in the hye dosage form for yout 
- congestion due to colds or allergy. At this time, in most of aes 
United States you wie — often. 


“Eight years of memorizing, memorizing, me morizing— and 
the week of the finals he gets amnesia. 


ofthe arts and other cultural pursuits... 
_ The Chicago Symphony, the Art Institute, the Museum of Natural 
_ History, and such universities as Chicago, De Paul, and Loyola. 
Chicago is a than forty languages are 
spoken here... tiful parks and gardens intersperse acres of 
em act & 
| 
| 
Nasal Spray, 15 ce. in plastic bottles, 0.15% | 
OF ALL AGES. TYZINE Nasal Spray and 
eer 


A Summary Report on 


CORTROPHIN-ZINC 


(Corticotropin-Alpha Zinc Hydroxide) 


Description: A unique patented electrolytic process (developed by Organon 
research) produces a complex of alpha zine hydroxide and corticotropin. 
This complex offers considerable advantages for practical ACTH therapy. 


Characteristics: New Cortrophin-Zinc provides corticotropin of unsurpassed 
purity with low foreign protein content. This reduces the risk of sensitiza- 
tion reactions. 

Since about 5% of the corticotropin is uncombined, onset of clinical 
response is rapid. But the balance, present as a complex of alpha zinc 
hydroxide, provides a prolonged action so that the effective time span of 
a single dose is usually several days. Injection of the new electrolytic 
Cortrophin-Zinc is virtually painless. 

Pharmacology: A potent stimulator of cortical activity, Cortrophin-Zinc 
does’ not depress functioning of the suprarenal glands. Unlike the corti- 
costeroids, adrenocorticotropic hormone arouses the adrenal glands to pro- 
duce natural steroids in natural proportions. In a 5-year study of patients 
on ACTH therapy, no case of adrenal or pituitary depression or atrophy has 
been observed. 

Because Cortrophin-Zinc is virtually painless on injection and its pro- 
longed action obviates frequent injections, it is now practicable to use 
Cortrophin-Zinc in most of the indications where formerly reliance has 
been on corticosteroids. This freedom from apprehension of deleterious 
depressive effects permits clinical use of valuable hormone therapy on a 
broader scale than has been possible heretofore. 


Clinical Uses and Dosage: The many published reports on the use of 
Cortrophin-Zinc as well as ACTH in thousands of patients indicate its 
value in over 100 disorders. Most responsive have been: allergies and 
hypersensitivities, rheumatoid arthritis, bronchial asthma, serum sickness, 
and inflammatory skin and eye diseases. 

Dosage should be individualized, but generally initial control of symptoms 
is obtained with a single injection of 40 units of Cortrophin-Zinc daily, 
until control is evident. Maintenance dosage is generally 20 units (or less) 
twice a week. 

Use of Cortrophin-Zinc with oral steroids is now recommended as a safety 
measure to supply the important suprarenal stimulation and lessen the 
hazard of atrophy. Periodic use of Cortrophin-Zinc is advocated with all 
steroid analogs, such as cortisone, hydrocortisone, prednisone, predniso- 
lone, methylprednisone, and triamcinolone.* 

Supply: 5-cc vials containing 40 and 20 U.S.P. units of corticotropin per 
cc; l-cc ampuls containing 40 and 20 U.S.P. units of corticotropin, with 
sterile disposable syringes. 

*Write for complete literature and bibliography containing specific dosage 
schedules to: 


Medical Department 
ORGANON INC. + Orange, N. J. 


The Clinical Director, Miners Memorial Hospital Asso- 
ciation, 1427 Eye Street, N. W., Washington 5, D. C. GROUP ON THE SOUTH SIDE OF CHICAGO IN NEED 
c of Board eligible internist; ten physicians; complete 


offices in 72 bed hospital with general practitioner doing 
some surgery ; sufficient referred work from start. Box 


ciation, 1427 Eye Street, N. W., Washington 5, D 


(Continued from page 116) ORTHOPEDIST AND UROLOGIST—BOARD CERTI- 

fied or qualified to join established 17 man group in 

WANTED—BOARD CERTIFIED PSYCHIATRIST; FOR new building in three college city of 70,000; three mod- 

full time hospital practice in professional care program ern hospitals with open staff; 200,000 surrounding popu- 

of the Miners Memorial Hospitals; starting compensa- lation adjacent to Minnesota lake resorts. Box 7014 C, 
tion $20,000; progressive pay scale. For details address: % A 


office facilities for examination of patients with x-ray 
WANTED—EENT SPECIALIST IN UNOPPOSED CITY and laboratory; salary open. Vaughn Medical Group, 
5,000; no full time specialist in county; splendid 2015 East 72th Street, Chicago 49, Illinois. C 


7013 C, % AMA. 
t modern, well equipped hospital and clinic in west Texas 
WANTED—BOARD CERTIFIED PATHOLOGIST; FOR to associate with small group; liberal free time and 
full time hospital practice in professional care program vacation; starting salary $15,000 annually with excel- 
of the Miners Memorial Hospitals; starting compensa- lent opportunity for advancement. Box 7030 C, %o AMA. 
tion $20,000;  rheoteonae pay scale. For details address: 
The Clinical Director, Miners Memorial Hospital ee WANTED — INTERNIST; BOARD CERTIFIED OR 


r active general practice; staff privileges immedi 


ately; allatie in two hospitals; Billings, Montana. WANTED—BOARD CERTIFIED RADIOLOGIST: FOR 
sox. % AMA; background information and full time hospital practice in professional care program 
starting jenn first letter. of the Miners Memorial Hospitals; starting compensa- 

TEN MAN GROUP—EXCELLENT HOSPITAL FACIL. tion $20,000; progressive pay scale. For details address: 
iti needs certified urologist; start at rate of $18, The Clinical Director, Miners Memorial Hospital Asso- 
per year. B. Gene Morris, MD, Indio, hittene, ciation, 1427 Eye Street, N. W., Washington 5, D. C. 
phone collect: Diamond 7-3501. c 


J.A.M.A., Nov. 22, 1958 


GENERAL PRACTITIONER, 


WANTED—GENERAL PRACTITIONER FOR 45 BED 


Board eligible; town of 30,000; southwest; four doctor 
group; modern well equipped hospital adjacent to clin 
WANTED — GENERAL PRACTITIONER TO TAKE ic. Write: Box 1010, Shawnee, Oklahoma, Cc 


The 
Medical 
Bureau 


900 North Michigan Avenue Chicago 
ANESTHESIOLOGY 


: (B44) Dir. dept, 35-man group in- 
eeret to 38, town 30,000 near 2 coll. towns, Wis. 


TOLOGY: (D048) Head dept, 20-man clinic estab 


niv. city, SW. 


u 
FOREIGN : (BB26) Surg & Foy GP to assist in estab 


new hosp; Far East. 27) GP; well known indus 


plant, Africa 


GENERAL PRACTICE: (F71) Ass'n, busy GP; yr or 2 


training in surg, ped or ob advantageous; coastal town 
of 12,000. Fla; $1200 mo plus %. (F72) Ass'n, group 
estab '58 by prominent surg; coll town near univ cen- 
ter, So; $15,000. (F73) GP with some surg train or 
exp; 6-man group: own hosp: NW Texas: $15,000 
(F74) Ass‘n well estab GP; own clinic bidg to ac- 
commodate 2 GPs; small town serving pop, 10,000: 
NW corner, Wash, 4 miles from Canadian border; 
excel hosp. facilities. 


INTERNAL MEDICINE: (H6I) Qual gastroenterology: 


ass'n 15-man group; coll town, No. Calif. (H62) With 
subspecialty in hematology: 7-man group: new 35- 
room clinic bidg; 40 miles trom med. school city, So; 
sal ist _yr; partner 2d, averaging $30-$35,000. (H63) 
Ass'n, Board internist, subspecialty, cardiology; draw- 
ing area, 50,000; So: $15,000; partner oppor. (H64) 
Ass'n, surg, cardiologist & GP: have practiced to- 
petner 10 yrs; now forming group; plans for new clinic 
Rhode Island. 


NEUROSURGERY. (113) Ass'n, 3 Board neuropsychia- 


trists well estab rapidly growing univ city, 210,000, 
drawing area covers Southwest; early partner 


MW; 
OALR: (€39) to head depts, 2!-man group: 


med school city $14-$16,000 


me 
OBSTETRICS.- Ass'n, 12-man 


group; town 30,000, NW Texas: min $15,000; senior 
— a few yrs. (J29) Ass'n, 4-man group; res 
0 miles from 


ORTHOPEDICS: (K79) Ass'n, 38-man clinic practicing 


as individuals, sharing overhead : min uarantee 
$1500 mo; Calif. (K80) Chief dept, new gen hosp, 200 
beds indus group; if Diplomate, $20-$25,000. 


PATHOLOGY: (L95) Dir dept, 350-bed hosp: expansion 


pres will increase to 550: probable guarantee, $30,000; 

(L96) Head dept, group recently founded: even- 

men whose offices, practices will be confined 
80-bed hosp: Hawaii: $18-$20,000. 


PEDIATRICS. (M10) Head dept, new gen hosp, 200 beds. 


Ky; if Board, $20,000. (Mil) Ass'n, group estab ‘58 
by prominent surg; coll town near univ center, So; 


Pé& MF (P27) Young NP to join expanding staff, 1000- 


tch'g hosp, general; outp'’t visits average 2100 
a: staff of 400; oppor pract NP on priv pract 


M 
RADIOLOGY : (R54) Ass'n, group of 3 radiologists: needs 


more, one primarily int in therapy & radium: hosp 
& priv pract; Fla. (R55) To join rad group ee 
teh’g hosp, 700 beds; univ city, SW; $15,000; annua 
raises for 3 


yrs. 
STUDENT HEALTH: (T9) Young Board internist to be- 


come clinical dir, health serv, also act as asst dir; 
20,000 students; expansion prog; MW: $15,000 


SURGERY: (U28) Gen surg: advantageous if qual tho- 


racic surg: ass’n group estab '58 by prominent surg: 
town 30,000 near univ. center, So; if Board $19,000; 
if gue ible $18,000. 


UROLOGY: (WS!) Ass'n, Board urologist; Ige priv pract; 


med schi city, SW; early partner. 


Please send for our Analysis Form. 


Burneice Largon oiecron 


OTOLARYNGOLOGIST, OPHTHALMOLOGIST AND 


pediatrician—Board certified or qualified to join es- 
tablished 17 man group in new building in three college 
city of 70,000; three modern hospitals with open staffs; 
200,0000 surrounding population adjacent to Minnesota 
lake resorts. Box 7015 C, %o AMA. 


WANTED—ORSTETRICIAN-GYNECOLOGIST; BOARD 


certified or Board eligible; town of 30,000; southwest; 
four doctor group; modern, well equipped hospital adia 
cent to clinic. Write: Box 1010, Shawnee, Oklahoma. C 


INTERNIST, TO WORK 
with psychiatric patients in 681 bed neuropsychiatric 
hospital; salary open; depending upon qualifications; 
citizenship required; quarters available. Manager, Vet- 
erans Administration Hospital, Fort Lyon, Colorado. C 


PHYSICIAN WANTED BOARD PATHOLOGIST; 
part time; 5 mornings preferred. Phone Fi 3-4990, 
Westlake Hospital, 612 North 12th Avenue, Melrose 


Park, Illinois. 


PHYSICIAN WANTED — 55 TO 60 MILES FROM 


Chicago; in community of 4,000; only one doctor now 

available; excellent room for offices and living quarters 

on prominent corner; excellent opportunity. Box 7012 C, 

A 

WANTED — GENERAL PRACTITIONER; 3 MAN 
xroup practice; guaranteed salary with progressive per 
centage of profits on partnership basis; staff position 


available; Pennsylvania license. Box 6076 C, % AMA. 


TEN MAN GROUP—EXCELLENT HOSPITAL FACIL- 


ities, needs another certified orthopedist; start at rate 
of $18,000 per year. B. Gene Morris, MD, Indio, Calif- 
ornia, phone collect: Diamond 7-3501. c 


PATHOLOGIST—RECENTLY BOARD CERTIFIED OR 
toard eligible; to help in busy combined hospital and 
private practice of pathology; suburban location with all 
metropolitan advantages, northeast. Box 6967 C, % 
AMA. 


(Continued on page 124) 
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the flavor of fruit a 
and a broad spectrum antibiotic 


SUMYCIN 


TETRACYCLINE 


rup / aqueous drops 


neW Sumycin Syrup 
An aqueous tetracycline suspension, 
phosphate potentiated, containing 
125 mg. tetracycline (hydrochloride 
equivalent) per 5 cc. teaspoonful. 
60 cc, bottles 


mr new Sumycin Aqueous Drops 


An aqueous tetracycline suspension, 
phosphate potentiated, containing 
100 mg. tetracycline (hydrochloride 
—_— equivalent) per ce. 
10 cc. bottles with the new, unbreakable 
delicious aqueous ‘FLEXIDOSE’ DROPPER 
suspensions to assure Tetracycline phosphate 


. complex equiv. to 
patient acceptance Also available: tetracycline HCl (mg.) Packaging: 


for effective Sumycin Capsules 250 mg. per capsule Bottles of 16 and 100 
ei 5 6 
tetracycline therapy = Strength 125 mg. per capsule Bottles of 16 and 100 
... children especially Sumycin Intramuseular —-.250 mg. per vial 1 dose vials 
A with Xylocaine* 
will like their Sumycin Intramuscular —_100 mg. per vial 1 dose vials 


tasty fruit flavor with Xylocaine* 


Squibb Quality — the Priceless Ingredient 


® AND FLEXIDOSE ARE SQUIBB TRADEMARKS ASTRA PHARMACEUTICAL PRODUCTS, INC. FOR LIDOCAINE 
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J.A.MLA., Nov. 22, 1958 


OUR 62ND YEAR 
WOODWARD 
Eliminate 


with tetion over 
| a oe : (y) Hd dept; 350 bd, gent, vol, 


Dp; fee-for-serv; delightful twn, MW 


CAH 
DERMATOLOGY: (j) Hd dept; new post: 23 man orp. 
| majority Dipis w academic appts;: own well-equipd 
| bidg; excl JCAH, med-schl-affild hsps; West 
| FOREIGN: (m) U. S. citizen w license; plant phys, for- 
| eign operation of major Amer co; $13,000 plus furnd 
house; 2 yr contract. 


GENERAL PRACTICE: (f) Assoc in Gent Pract 
w AAGP: $12,000 plus So. Calif. (9) Assoc 
w Surg; 12 rm ofc, fully-equipd; no investment; shid 
net $18-22,000; SE. (h) GP w interst, ped & ob: grp 
estabd 15 yrs; own hsp; $15,000; Texas 
INDUSTRIAL MEDICINE: (k) Med Dir: div, Ige Amer 
corp; pref one w indus & Psy bekgrnd:; sal open— 
between $15-20,000; E. (1) Serv co w 6,000 emplys; 
excl dept, complte facils; $15,000; SW 
INSURANCE MEDICINE: (r) Asst Med Director; bur- 
eau of Emplys hith, Ige insur co: pref one w inter, 
d; sal basis: Ige city, East 
EDICcI : (a) Med Dir; bus institution 


nt Me 
® 9, S$; pref w cardiology trong: well-equipd 
: 20, : E. (b) Assn 6 man orp: $12,006 
yr; nr Los Angeles Excl 2! Dipl orp: 
new, well-equipd clinic; sal open; prtnr, 2nd yr; 
q'd. 
brand : Dipl: assoc w Bd Oph: 7 man orp: immed 


net $14,000 (after prtnrshp deduction), Ist yr 
4 $22,000, 2nd yr; increases, $30,000; 6 wks vac; MW 

PIPERAZINE 4 (i) Ote handle active serv, developg either oral, neck. 
radical surg or spec surg for deafness or plastic 

clinic, 50 specialists ; 
4,000; early 


6 man orp: $12-! 
25,000; oppor 


30 man orp; $I 

research: nr univ tchg entr; E 
(y) Hd dept: man orp (8 Cert'd): 


7; = JCAH hsp: $17,000, increases $23,000; SA 
| | Assn 16 man orp (7 Dipis): estabd 20 yrs: x-ray. 
or el - & physiotherapy dept; $1000 mo—increases 6 
mo: > prtnr 12-18 months; Calif 

PATHOLOGY (a) Lab bivester: 125 bd, gent, vol, 
mee hsp: possible priv pract; E. (b) Serve 3, vol. 

| ni hosps; oppor minimum $25,000; 
PEDIATRICS: (e) Hd dept; 30 man arp: $15,000—bonus. 
a bring to $20.000; MW. (f) Assn w new clinic 

rp; $19,000, if Dipl: SE 
PHARMACOLOGY : (m) Med Dir; impor, natly-known 

: pref w exper; $18.000; MW 

Child Psy: well-qual'd; $15-20.000; Ige city, 
So. Calif. (y) Psy: excl 21 man orp; new well-equipd 
clinic; sal open; prtnr 2nd yr: Fla lic req'd. (2) 


é | Neuro: Assoc Bd P & N: 500 bd, JCAH hosp; to 
| 3,000; MW. 
RADIOLOGY : (v) Hd dept: 400 bd, gent, fully-apprvd 
hosp (add'g 150 bds); to $25,000; city 50,000; SE 
—Piperazine Citrate, 100 mg. per ce. } (w) 275 bd, gent, vol, JCAH hsp: oppor $20-30,000 


| Mw. 
STUDENT HEALTH: (d) Loe univ, med schi affild: 500 
AH, fully-apprvd hsp: over $10,000; SE 


é ® : (h Int Med or Ortho trng & interest 
a; M (i) Chief, vol, 
4 an orp: pref FACS 
| - . . trauma includg open- 
reductions: M 


—Piperazine Citrate, 250 or 500 mg- scored UROLOGY: dg) :: i di . expndg to 20 men: 


oppor $20-25,000; early prtnr; Fla lic reqd 


2- 
7- 


“ 


PLEASE SEND FOR AN ANALYSIS FORM SO WE 


‘ANTEPAR’ WAFERS MAY PREPARE AN INDIVIDUAL SURVEY FOR YOU 
We offer you our best endeavors—our integrity—our 62 
year record of effective placement achievement 


—Piperazine Phosphate, 500 mg. STRICTLY CONFIDENTIAL 


Literature available on request WANTED—CHIEF OR ORTHOPEDICS, ASSISTANT 


pgp dew ad assistant radiologist and staff internist in 
bed general hospital located in the heart of Texas: 

- AK to $16,000 depending on qualifications; plus fringe 
benefits; progressive, professional staff 
comfortable nonhousekeeping or housekeeping quarters 
BURROUGHS WELLCOME &CO. s. A.) INC. Tuckahoe, New York available on spacious grounds; excellent recreation fa- 
’ cilities at hospital and in vicinity: good schools: Apply: 

. M.~ ran, MD, Manager, Veterans Administra- 
tion Hospital, Temple. Texas. c 


PHYSICIAN INTERESTED IN) PULMONARY DIS 
eases for 170 bed state supported t reulosis hospital 
——— established 3 years; ac rgici program, out-pa 
* X-ray and labo ry; consultants in all 
(Continued from page 122) POSITIONS AVAILABLE FOR PHYSICIANS WITH i ee R age 
United States Government; must be willing 
WANTED — GENERAL PHYSICIANS; UNDER 35 the United States: or on two year assignment overseas: ulate. “Auaty: Madieel tives 
years of age: full time hospital practice, opportunity must be U. 8. born citizen; graduate of 1 saree: ¢ Tuberculosis Hospital, 800 St. Anthony Street 
to develop interest, consultation with specialists avail- medical school; well qualif led in general pra Mobile, Alabama 
able in professional care program of 10 Miners Memo- pe : 
tional allowances while as; initial reply | PHYSICIANS WANTED GENERAL MEDICAL AND 
pay scale; for appointment currently and for July 1959; must provide summary personal, professional, and mili to with hi ‘ patie 
U. S. citizenship and eligibility for licenure in Ken- tary background. Box 6857 C, % AMA $13,970 
tucky, Virginia, or West Virginia required. For details, vditional if 
address: The Clinical Director, Miners Memorial Hos. CHIEF OF SERVICE—TO SUPERVISE AND PER approved three year psychiatric *y in conjunction 
pital Association, 1427 Eye Street, N. W., Washington form general medical and psychiatric care for a major with Northwestern University itizenship required 
an Ge c service Of a large mental hospital; salary $10,992 to | Write: Manager, Veterans Administration Hospital 
$12,528 per annum; four years psychiatric experience; pyowney, North Chicago, Illinois 
SURGEON WANTED—QUALIFIED SURGEON FOR at must beens in hos ~ 
assig ont t Inited State love: ent: pital, anc icense to practice medicine in irginia or lp 
dependents; assignment also includes some general tirement and other benefits; hospital located in historic | fil and t vailable all 
practice type medicine; graduate of U. S. class A medi- Colonial Williamsburg. Apply: Stipe rintendent, Easte pe with ime ius privat 
; native born United States citizen under 45 State Hospital, Williamsburg, Virginia ’ tions and groups; an applicat ion will be mailed to you 
; exempt from doctors’ draft; and in good within 24 hours of your reque Write now to: Miss E 
$11,600 plus housing; three year con WANTED NEW MEXICO; RADIOLOGIST; BOARD tonni, Director, National Sineeemen Department 
; initial reply should include summary of personal, Certified; for Chief of Service, Veterans Administration Garland Medical Placement, 25 East Washington 
professional, and military background. Box 6856 C, Hospital, Albuquerque, New Mexico; also assistant Street, Chicago 2, Illinois, Andover 3-0145 ( 
¢ AMA chiet, pathoiogy, Board Certified in GP, preferably CP OR 
and PA; 500 bed GM&S hospital affiliated with Uni SUMMER IN MAINE—LICENSED PHYSICIAN F 
versity of Colorado School of Medicine; usual Veterans | leading boys’ summer camp in Maine; accommodations 
to join eleven man specialist group in growing west Administration Benefits; salary dependent on qualifi- | bed = and +s af a age; Reply to: Director a 
Texas city of 30,000; starting salary 15,000; pease pive cations; full citizenship required, Contact: Chief, Pro- | ix Avenue, Rye, New Yor 
full details in first letter. F. W. Lurting, MD, 811 Ma fessional Services, Veterans Administration Hospital , 2% 
Street, Big Spring, Texas. c Albuquerque, New Mexico re (Continued on page 126) 
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CONTROL 
THE EMOTIONAL 


COMPONENT 
ALLERGIES 


in many cases, the “psychogenic component...must be 
treated before clinical improvement can be expected.’”* 


Miltown 


relieves both mental and muscular tension 


p> without affecting autonomic function 
p without impairing mental or physical efficiency 


Of 83 cases with stubborn allergic 
disease, 32 patients definitely improved 
when Miltown was added to 

conventional therapy.* 


*Eisenberg, B. C.: Role of tranquilizing drugs in allergy. J.A.M.A. 163:934, March 16, 1957. 


® 
i WALLACE LABORATORIES, New Brunswick, N. J. 
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SEEKING POSITION ON WEST COAST? 
A complete list of positions avail- 


just one 


WEST COAST MEDICAL COUNSELLORS ogency 


821 Market Street, San Francisco 3 


Supplement 


WANTED-—PHYSICIAN TO TAKE OVER EQUIPPED 
office; general practice including obstetrics of 21 years 
standing in town 10,000 population; lower Rio Grande 
Valley, Texas; terms cash or monthly agreed payments: 
some knewledge of Spanish helpful; present physician 
intends leaving for specialization. Address: Box 7006 C, 
% AMA 


GENERAL PRACTITIONER—FOR ASSIGNMENT IN 
psychiatric section of 1,000 bed GM&S hospital; psy 
chiatric experience desirable but not necessary if appli- 
cant is energetic and interested in this specialty; must 
meet Veterans Administration requirements; increased 
pay scale now in effect. Contact: Manager, Veterans Ad- 
ministration Hospital, Lebanon. Pennsylvania. 


h convenient dosage 
BepHan Spacetab, chewed morning and evening. 


ton wit 


WANTED—FOR TEACHING AND RESEARCH CEN 
ter near Los Angeles; eligible for California license; 
Hematologist, interested in coagulation disorders: Clini 
eal Pathologist, aid in developing clinical pathology 
section and teaching program; Anesthesiologist, inter 
ested in respiratory physiology; salaries open. Box 
6989 C, G% AMA.,: 


Bellafoline® 0.5 mg., Aluminum hydroxide + 
Glycine 450 mg., Magnesium Oxide 60 mg. 


PHYSICIAN FOR CLINICAL RESEARCH — WITH 
pharmaceutical company in the East; must be graduate 
of accredited U. S. medical school; clinical research 
background in either pharmaceutical industry or aca- 
demic medicine required; describe qualifications in de- 
age; our employees notified. Box 6992 C, 


Each contains 


WANTED ONE INTERNIST WITH TRAINING IN 
neurology and one orthopedic surgeon; young men; 
Board eligible; who have recently finished training; 
very favorable beginning salary: opportunity early part 
nership; growing seven man clinic. Contact: Business 
Manager, Yellow Springs Clinic, Yellow Springs, Ohio 

c 


Icer-pain syndrome, heartburn of pregnancy, etc. 


gastritis, u 


STAFF PHYSICIAN FLORIDA STATE HOS? — 
for mentally devicient; graduate Class A school; ary 
$8,400 to $9,000; plus unfurnished residence oe 
ily; near new University of Florida Medical shool 
Apply: ¢ Carter, MD, Medical Director, Sunland 
Training Center, Gainesville, Florida Cc 


SURGEON WANTED-—-TO WORK WITH TWO BOARD 
Certified surgeons; 151 bed GM&S hospital total com 
plement of consultants; Board certification preferably 
but not mandatory Inquire Director, Professional 
Service, Veterans Administration Hospital, Cheyenne, 
Wyoming. 


WANTED—GENERAL PRAC oTITIONE R FOR ASSOCI 
ation with busy general practitioner; age 47; in town of 
5,000; central California; details of association open; 
will guarantee $1,000 per month to start; fully acered 
ited: open st aft ary with pathologist and radiolo 
gist. Box 6944 C, AMA 


WANTED -PATHOLOG CERTIFIED OR QUALI 
fled; busy 354 bed GM&S Veterans Administration Hos 
pital, Lake City, Florida; ry range $9,890 to $15,970 
plus 15 per cent for certifleation; Florida license not 
required; U. 8. citizenship required. Write: Manager 
Above address 


Day-long/night-long protect 


Bernie BepHan’ says, 


p 


Bep yan Spacetabs® for fast and sustained antispasmodic-antacid action— stops heartburn, 


GENERAL PRACTITIONERS INTERESTED IN PSY 
chiatry— Vacancies exist for several full time physicians ; 
energetic and willing to learn at Veterans Administra 
tion Hospital, Chillicothe, Ohio; located forty miles 
south of Columbus. Write: Manager, Veterans Admin 
istration Hospital, Chillicothe, Ohio c 


*T.M. Applied for 


WANTED—GENERAL PRACTITIONER FOR ESTAB- 
lished medical group 20 miles north of Pittsburgh; ex- 
cellent educational program; paid annual and study 
leave; net minimum starting income $12,000 year; no 
investment required. Write: Box 344, Russellton, Penn 
sylvania. Cc 


(Continued from page 124) WANTED — PSYCHIATRIST; DIRECTOR FOR ALL NEW POSITIONS FOR PSYCHIATRISTS 


parpene mental hygiene clinic serving Portsmouth area: 
WANTED CTO GEN vrand new air conditioned building, excellent com- 
of Minne= support; $13,500 Board eligible, $15,000 certi in CALIFORNIA MENTAL HOSPITALS 
P lis: » store 4 fled; part-time private practice permitted; civil service | 
- pie drug store in town; no doctor st benefits, excellent statewide program, Write: Director, 


doctor left August for college; after years of 4 H i 
successful pract ; modern brick office, Clinic, 3310 Columbia 1. Administrative and 


ern dwelling aeaiiaaae low rent, liberal terms if pur- ; ; i ti 
chase is desired. R. M. Feig, President. Raymond Com. in medical care and professional educa on 
. Siar we lub, Raymond, Minnesota, | phone: Woodland um City, Wisconsin: population 6.500: 32 bed bong program. 2. Chiefs of Professional Edu- 
i yusiness or Woodland 7-2465 home. Cc pital, equipped office; unfurnished 4 bedroom home; cation to plan, evaluate and conduct hos- 
ACANCIES — SENIOR PHYSICIANS WITH MINI- tice; near beautiful Lake Pepin in hunting and fishing pital professional education activities and 
mum of three years psychiatric experience; excellent area. Contact: D. J. Harmer, RP, Plum City, W Ps . : secipli 
Pty pase fee advancement; salary rate $7,320 to Phone 30, or Paul S. Haskins, MD, River coordinate medical and interdisciplinary 
depending upon applicant's training and expe- consin, President, Pierce County Medical Society. Cc ini j 
riences annual increments; nominal deduction for com- Re eke training program. 3. Chiefs of Research to 
plete walntenance illy approved large eastern tg promote and coordinate hospital research 
mental hospit¢ ith three » arcre d chief of service available State institution 
progress be for epileptics and mentally retarded located across the activities; assist staff in research planning, 
sa Rn ae — river from Lynchburg in a most beautiful part of Vir- H H i 
Connecticut. Box 6957 C, % AMA. kina: salaries gtarting $8,400 to $10,202 depending po design and methodology. Starting salaries 
oe qualifications. For details write to: Dr. Benedict Nag- i i i i 
WANTED—BOARD CERTIFIED OR ELIGIBLE SPE- ler, Superintendent, Lynchburg Training School and $1150 and UP Require Colifornia license. 
cialists for independent practices in southern Oregon Hospital, Colony, Virginia c Apply immediately Medical Personnel Serv- 
community; Rogue River Valley trading area population i i 
35,000; surgeon to replace surgeon taking thoracic J AM EXCELLENT op. ices, State Personnel Board, 801 Capitol 
iency: internist, EENT perma- i i 
deney ; internist, EENT, obstetrician gynecologist, pedi ptt position. (3) Practice ina large well equipeed of. Avenue, Sacramento, California. 
atrician; only those desiring independent, but interde- fi (4) location in modern city, (5) E " 
tra 6 ice, odern city, ) Excellent hospital 
pendent, type prac n apply; help in securing facilities, and (6) beginning salary above $20,000. If 
financing Contact: Donald Coulter, Wing Investment, you are a well trained otolaryngologist and the Fert 
Ine., Wing Building, Grants Pass, Oregon G mentioned appeal to you, write: Box 6994 C, % AMA. (Continued on page 146) 
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natural 
belladonna 


alkaloids’ 


assure 


en | 


i 


prescribed 

by more physicians 
than any other 

spasmolytic 


In each 


Extentab 
, *, Tablet ( Extended A 
prapen Capsule Action 
optimal ratio: 5 ce Elixir Tablets ) \ 
Hyoscyamine 
Sulfate 0.1037 mg. 0.3111 meg. 
Atropine Sulfate 0.0194 mg. 0.0582 mg. A 
Hyoscine 
Hydrobromide 0.0065 mg. 0.0195 mg. P 
Phenobarbital Dm 16.2 mg. 48.6 mg. 
(4 gr.) (% gr.) TABLETS — CAPSULES — ELIXIR — EXTENTABS® 


Ethical Pharmaceuticals of Merit since 1878 


Rol Ins A. H. Robins Co., Inc., Richmond 20, Va. 
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Healing progress with Robalate 


Ulcer 


Two controlled clinical tests with Robalate disclose... 


— 99% ‘‘complete relief'’ in 99 patients! 


— 87.7% ‘‘good or excellent results’’ in 65 patients 


Robalate’s dihydroxy aluminum aminoacetate provides... 


— high acid-consuming power? 


— great buffering capacity? 
— neutralization of gastric acidity within 2 minutes* 


— a protective, demulcent coating of the lesion!.* 


In each Tablet or 5-cc. tsp. of Liquid: 
dihydroxy aluminum aminoacetate...0.5 Gm. 


1. Am. J. Gastro. 26:41, 1956. 2. J. Pharm. & Exper. 
Therap. 82:247, 1944. 3. Am. J. Digest. Dis. (New Series) BS 
1:287, 1956. 4.3. Am. Pharm. Assn. (Sci. Ed.) 41:7, 1952. 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 
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WHEN 
BLOOD 
PRESSURE 
MUST 


AS CASE’: 

Fund of 62-year-old 
eis who has had severe 
hypertension for many 
years. Phot ws effect 
of pre 

cro ngs and various 
types of hemorrhage. 


In Serpasil-Apresoline the 

mild calming and antihyper- 

tensive effects of Serpasil 

compiement the more marked 

antihypertensive action of 

Apresoline. Thus, Apresoline is 

effective in lower dosage, resulting in a notable edualiaan of side effects. “Hydral- 
azine [Apresoline] in daily doses of 300 mg. or less, when combined with reser- 
pine, produced a significant hypotensive effect in a large majority of our patients 


with fixed hypertension of over three years’ duration.” 


1. Bedell, A. J.: Clin. Symposia 9:135 (Sept.-Oct.) 1957. 2. Lee, R. E., Seligman, A. M., Goebel, D., Fulton, L. A., and 
Clark, M. A.: Ann. Int. Med. 44:456 (March) 1956. 


SUPPLIED: TABLETS #2 (standard-strength, scored), each ining 0.2 mg. $ and 50 mg. Apresoline hydrochloride. 
TABLETS *! (half-strength, scored), each containing 0.1 mg. Serpasii and 25 mg. Apresoline hydrochloride, 


SERPASIL® (reserpine CIBA) 


APRESOLINE® hydrochloride ® 7 
(hydralazine hydrochloride CIBA) 
SERPASIL®- APRESOLINE® hydrochloride 
(reserpine and hydralazine hydrochloride CIBA) 


l B A SUMMIT, N. J. 
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for the 
anginal 
heart 


INCREASED CORONARY 


BLOOD FLOW 
with LESS cardiac work 


CLINICAL STUDY! 4 

Medicine 

24 » AUGUST 1958 
USE OF PENITE IN ANGINA PECTORIS 
Attacks Discontinued Need for Need for 
prevented nitroglycerin nitroglycerin nitroglycerin 
or sharply juced to moderately 
reduced less than half reduced 

84 51 33 9 


“Therefore, favorable results were obtained in 93% of 
patients, and over 50% were able to discontinue the use 
of nitroglycerin entirely."' 


It was demonstrated’ that combining nitroglycerin 
with pentaerythritol tetranitrate ...‘‘speeds the drug action 
and increases its effectiveness.’’ With Penite Tablets the 
positive coronary vasodilation is enhanced by the brady- 
crotic and stress-relieving action of reserpine. With more 
time allowed for ventricular filling, the work load on the 
heart is decreased, and coronary circulation may be 


improved. 

EACH PENITE TABLET CONTAINS: 

Pentaerythritol tetramitrate 10.0 mg. 


DOSAGE: Usually, swallow one tablet before each meal 
and one at bedtime if needed. Clinical supplies on request. 


1, Plotz, M.; Improved Response in Angina Pectoris, Postgrad. Med. 24:199 


(Aug.) 1958. 
TABLETS 
CARNRICK 


G. W. CARNRICK CO., NEWARK 4, NEW JERSEY 


J.A.M.A., Nov. 22, 1958 
_ After Ritalin: “... they were | 
| alert, fatigue disappeared, and 


| they could go all day without 
tiring [89 patients].’” 


benefits and safety of 


® 

hydrochioride 
(methylphenidate 

| hydrochloride CIBA) 


see page P 155 


| clinical investigators report 


} *Natenshon, A. L.: Dis. Nerv. 
} System 17:392 (Dec.) 1956. 
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“Say ny start talking, dear. Snarl at me, 
so I'll know if you're all right. 
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FOR ANGINA PECTORIS 


AND INTERMITTENT CLAUDICATION 


“DRAMATIC” 
INCREASE 


BLOOD 


PETN (pentaerythritol tetranitrate) and ATARAX ® (brang of hydroxyzine) 


Relief of pain with PETN, one of “the most effective drugs cur- 

P 
rently available for prolonged prophylactic treatment of angina 
pectoris.” 


Relief of tension. ATARAX breaks down the pain-fear complex that 
can trigger an attack — provides added antiarrhythmic?“ and non- 
hypotensive effects. 


COMBINED FOR 


“more than just a nitrate vasodilating activity.”* The combina- 
tion, CARTRAX, increases blood flow “in the larger arteries as well 
as in the smaller vessels. ...”” Angina patients get greater vasodi- 
lation than with one drug alone. 


clinical success in 88% of 42 patients “with electrocardiographic 
evidence of coronary artery disease, all of whom suffered from 
anginal attacks,” 

1. Russek, H. I.: Postgrad. Med. 19:562 (June) 1956. 2. Samuels, S. S.: Angiology 


9:245 (Aug.) 1958. 3. Burrell, Z. L., et al.: Am. J. Cardiol. 1:624 (May) 1958. 
4. Samuels, S. S.: Angiology, in press. 5. Ende, M.: To be published. 


Dosage and Supplied: Begin with 1 to 2 yellow carTRax “10” tablets 
(10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times daily. When indicated this 
may be increased by switching to pink CARTRAX “20” tablets (20 mg. PETN 
plus 10 mg. ATARAX). For convenience, write “CARTRAX 10” or “CARTRAX 
20.” In bottles of 100. 


CARTRAX should be taken 30 to 60 minutes before meals, on a continuous 
dosage schedule. Use retn preparations with caution in glaucoma. 


SCIENCE FOR 
NEW YORK 17, N.Y. DIVISION, CHAS. PFIZER & CO., INC. THE WORLD'S 
WELL-BEING 
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The late President Teddy Roosevelt's habit of 
toting a gun with him wherever he went was the 
basis for many a good anecdote. 

According to the Wall Street Journal, President 
Roosevelt rushed into the White House late one day 
after a horseback ride, changed into formal attire, 
and dashed downstairs. As he reached the front 
door, someone tried to detain him. 

“Mr. President,” he began, “I'd like to... .” 

“Can't stop now,” said Teddy, “I’m having dinner 
with the bishop.” Suddenly he stopped short, 
clapped his hands on his pockets, and exclaimed, 
“Good heavens, I forgot my gun!” 

e 

“So you think swimming improves the figure?” 

quips Red Skelton. “Ever look at a duck?” 


An avid fisherman, true to tradition, could hardly 
contain himself when recounting his rod-and-reel 
triumphs to his pals. 

Indignant at the skeptical hints that he was an 
out-and-out liar, he bought a set of scales, installed 
them in his kitchen and insisted that his friends 
watch as he weighed his daily catch. 

One evening a neighbor rushed in and excitedly 
asked permission to borrow the scales. A few min- 
utes later, he was back beaming with delight. 

“Congratulate me, men,” he cried. “I'm the father 
of a 38-Ib. boy!” 

e 

Nick Kenny reports a waiter bringing a fresh 
bow] of soup to the table adjoining his. 

“The chef's regrets, sir,” apologized the waiter. 
“You were absolutely right—it was dishwater.” 


A farmer and his wife, in the city for the first 
time to visit their son, were taken to a cocktail 
lounge on their way to dinner and theater. The 
boy ordered old-fashioneds all around, but when 
the drinks arrived, the farmer pushed his away. 

“Listen, son,” he said, “back home we've had 
plenty of flies fall into our drinks, but fruit peels? 
Never!” 

Nick Kenny reports the one about an overworked 
announcer on a television color spectacular who 
fainted dead away during a final rehearsal. 

As he came to, the producer bent over him. 
“Jonathan!” he cried. “What happened?” 

The announcer shook his head dazedly. “I don't 
know,” he answered. “Suddenly everything went 
black and white!” 


by E. K. H. 


“Mrs. Smith,” said the doctor, “your husband must 
have rest and absolute quiet. Here are some tran- 
quilizer pills—I suggest you take one every four 
hours.” 


Little Caroline had been upset for days because 
a schoolmate had not invited her to her birthday 
picnic party at the beach. 

On the morning of the picnic, the birthday girl 
suddenly repented and called to ask Caroline to 
go along. 

“It’s too late now,” snapped the little girl. “I've 
already prayed for rain.” 

e 


A car screeched to a halt as it came upon a mo- 
torist standing beside a tiny European sports car— 
completely overturned. 

“Good heavens!” cried the driver. “Are you 
O. K.?” 

“Sure,” answered the man. “Why?” 

“Well, how did the accident happen?” 

“What accident?” was the answer. “I'm just 
changing a tire.” 


MARRIAGE 
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Affords keratin-dispersing action': Kerato- 
lytic, removes nonviable tissue, promotes 
healing. 

Successful results ranging to complete 
clearing obtained?- in patients with: «= scalp- 
to-toe psoriasis » psoriasis of many years’ 
duration * psoriasis involving tender areas. 


Treatment-fastness rarely occurs: Recurren- 
ces (when treatment is discontinued) clear 
up again on resumption of therapy. 


Well tolerated: Even when applied to lesions 
in anogenital and submammary regions.? Po- 
tential hazards of other therapies - mercury, 
arsenic, corticosteroids, x-rays-are avoided. 
A noteworthy advance cosmetically: Non- 
greasy, nonstaining; vanishes on application 
to the skin. May be used freely on the scalp. 
Application: Rub into lesions 2 to 4 times 
daily as indicated. Where heavy scaling or 
crusting occurs, the usual bath, to soften and 


REED & CARNRICK - 


LOTION 


facilitate removal of scale, is recommended 
before applying lotion. 


Residual redness and pigmentation may re- 
main up to several months but will eventually 
disappear. Once the condition is under control, 
daily to weekly application may prove satis- 
factory for maintenance. 


In some cases, a seeming excessive scaling 
and drying may occur during therapy. This 
is an occasional phase of the healing process 
and usually precedes improvement. Patients 
should be advised of this and encouraged to 
continue therapy. 


Formula: Allantoin 2% and special coal tar 
extract 5% in a lotion base. 


Supplied: Bottles of 8 fl. oz. 


(1) Flesch, RP: Reported Conf. N. Y. Academy Science May 9, 1958 
(In Press). (2) Bleiberg, J., and Saltzman, J. A.: Clin. Med. 
5 :485 (Apr.) 1958. (3) Bleiberg, J.: Reported Conf. N. Y. Academy 
Science May 9, 1958 (In Press). (4) Clyman, S. G.: Reported Conf. 
N. Y. Academy Science May 9, 1958 (In Press). *Trademark 


Jersey City 6, New Jersey 
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for dramatic relief of penicillin reactions— 
early treatment with 


NEUTRAPEN 


(NEUTRALIZES PENICILLIN) (Penicillinase Injectable,* SchenLabs) 


the only specific for penicillin reactions 


“Penicillinase |Neutrapen] should be given as soon as possible 


after onset of symptoms.”® 
(M. C. Zimmerman — Antibiotics Annual, 1957-58) 


@ effective in 97% of cases! 

@ acts within an hour, lasts up to a week?.3 
@ one injection sufficient in 80% of cases! 
@ itching abates promptly4 

@ most reactions clear in 12 to 96 hours!5 
@ well tolerated'!-9 


@ may be lifesaving in certain anaphylactoid reactions®.7 


Obscure sources —even cases with no history of penicillin therapy respond 
to NEUTRAPEN if the reaction has been caused by penicillin from sources 
such as milk, Roquefort or Bleu cheese, or penicillin-containing vaccines.*** 


NEUTRAPEN — 800,000 units I. M.—should be given as soon as symptoms 
appear. May be repeated on the third day if response is not satisfactory. 

In anaphylactic reactions, epinephrine should be given and other supportive 
measures should be instituted immediately, followed by 800,000 units 

ef NEUTRAPEN I. V. and 800,000 units I. M. 


contraindications: None. side effects: Occasionally transient local 
soreness, erythema, and edema; rarely, transitory chills and fever. 
supplied : 800,000-unit, single-dose vials of lyophilized penicillinase 
powder. Stable at room temperature in the dry state. 


References: (1) Zimmerman, M. C.: Clin. Med. 5:305, 1958. (2) Becker, R. M.: New England J. Med. 
254:952, 1956. (3) Chen, J. Y. P; Bard, J. W,, and Balsito, A. A., in Welch, H., 

and Marti-Ibafiez, F: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 

1958, p. 321. (4) Minno, A. M., and Davis, G. M.: J.A.M.A. 165:222 (Sept. 21), 1957. 

(5) Zimmerman, M. C., in Welch, H., and Marti-Ibaiez, F: Antibiotics Annual 1957-1958, 

New York, Medical Encyclopedia, Inc., 1958, p. 312. (6) Becker, R. M.: Ann. Int. Med. 

48:1228, 1958. (7) Becker, R. M., in Welch, H., and Marti-Ibafiez, F: Antibiotics Annual 

1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 310. (8) Davis, G. M.: 

Discussion, Antibiotics Symposium, Washington, D. C., October 3, 1957. 

(9) Zimmerman, M. C.: J.A.M.A. 167:1807 (Aug. 9), 1958. 


@T. M. REG. U. S. PAT. OFF. * PATENTS PENDING 


[Schenfabs/ ScHENLABS PHARMACEUTICALS, INc., New York 1, N. Y. 
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® ® 
when you prescribe the new RAMSES “Tuk-A-Way” Kit (no.701) 


Beauty and convenience — the new kit, designed for feminine appeal, is attractively 
finished, compact for traveling. The zipper now runs across the top and down the side, 
providing easier access to the contents. 

Ramses Diaphragm—cushioned comfort and optimal protection are ensured by the unique 
flexible rim, the strong, velvet-smooth dome. 

Ramses Introducer— curved to conform to vaginal contours, smoothed and rounded to 
protect delicate tissue. Facilitates quick, accurate placement, easy removal. 

Ramses Vaginal Jelly* — 10-hour protection is provided by this nonirritating spermatocide. 
Well tolerated for continued use, cannot impair future fertility. 

*Active agent, dodecaethyleneglyco! monolaurate 5% in a base of long-lasting barrier effectiveness. 


RAMSES and ‘‘TUK-A-WAY” are registered trade-marks of Julius Schmid, inc. 


7 th anniversary 
1883 -1958 
service to the medical and drug professions 
JULIUS SCHMID, INC. 
423 West 55th Street, New York 19, N.Y. 
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Streptokinase-Streptodornase Lederle 


Controls Inflammation and Swelling... Relieves Pain... 
: Promotes Healing Through Enhancement of 
. Fibrinolysis at the Site of Trauma or Infection. 


References: 1. Innertield, |.; Shub, H., and Boyd, L. J.: New England J. Med. 258:1069 (May 24) 1958. 2. Miller, J. M.; Godfrey, G. C.; Ginsberg, M. J., and Papastrat, C. J.: 
*Reg. U. S. Pat. Off. 


J.A.M.A. 166:478 (Feb. 1) 1958. 3. Davidson, E.; Prigot, A., and Maynard, A. de L.: Harlem Hosp. Bull. 11:1 (June) 1958, 


and abrasions... 
reduces discomfort 

and improves 
cosmetic result.’-* 


hastens patient's relief... 
reduces mucosal swelling.’ 
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Established Efficacy and Safety: For five years 
VARIDASE, in parenteral form, has been used with 
success in many thousands of cases. Its ability to 
control inflammation, swelling and associated pain, 
aid penetration of antibiotics, and hasten healing 
has been demonstrated in such conditions as severe 
trauma, infected ulcerations, and following exten- 
sive surgery. 


Now, Parenteral Effectiveness ... Simple Buccal 
Route: New Varioase Buccal Tablets give your 
patients the benefits of systemic VARIDASE therapy 
without the inconvenience of repeated injections. 
Absorbed through the buccal mucosa in fully effec- 
tive amounts, VARIDASE Buccal Tablets may be 
used as practical adjunctive therapy in your practice 
within these broad classifications: 


*Reg. U. S. Pat. Off. 


Loosens cough... resolves 
inflammation... 
increases antibiotic 
penetration.’ 


I F OU 
Inflammation and edema associated with: trauma 
and infection . cellulitis . abscess « hematoma 
thrombophlebitis - sinusitis uveitis chronic 
bronchitis « leg ulcer « chronic bronchiectasis. 

Each VARIDASE Buccal Tablet contains 10,000 Units Streptokinase 

and 2,500 Units Streptodornase. 

Administration: VARiDASE Buccal Tablets should be 

retained in the buccal pouch until dissolved. For 

maximum absorption patient should delay swallow- 
ing saliva. 

Dosage: One tablet four times daily for a minimum 

of three days. When infection is present, VARIDASE 

Buccal Tablets should be given in conjunction with 

an antibiotic such as ACHROMYCIN* V Tetracycline 

and Citric Acid. 


Available in bottles of 24. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


Furuncles, 

carbuncles, 

swelling... gives abscesses... checks 
dramatic swelling and 

relief of pain,’ pain... hastens healing.’ 2 


The opossum, born “prematurely,” must spend 
weeks in its mother’s pouch to become fully viable. 


For the human infant, unlike the opossum, prema- 
turity is not normal. But when it threatens, even 


a few extra weeks in the uterus can make the 
difference between survival and death. 


Whenever labor begins between the 29th and 36th 
week of pregnancy and before dilatation of the 
cervix exceeds 3 cm., administration of Releasin 
may add precious additional days or weeks in 
utero development. 


Complete literature is available upon request. 


4 
brand of relaxin 


AN ORIGINAL DEVELOPMENT OF WARNER-CHILCOTT RESEARCH 


WARNER-CHILCOTT 
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QUICK 


SG; 
< Lilly 


QuaciTy / / INTEGRITY 


provides dependable, fast, effective therapy 


dependable action 


because all patients show therapeutic blood 
concentrations of penicillin with recom- 
mended dosages. 


quick deployment 


of the bacteria-destroying antibiotic. Within 
five to fifteen minutes after administration, 
therapeutic concentrations appear in the 
general circulation. 


higher blood levels 


than with any other penicillin given orally. 


LILLY AND COMPANY 1 


NDIANAPOLIS 6, 


Bactericidal concentrations are assured. 
Infections resolve rapidly. 


Dosage: 125 or 250 mg. three times daily. 


Supplied: Tablets, scored, of 125 and 250 
mg. (200,000 and 400,000 units). 


New ‘V-Cillin K,’ Pediatric: In bottles of 


40 and 80 cc. Each 5-cc. teaspoonful pro- 
vides 125 mg. ‘V-Cillin K.’ 


*'V-Cillin K' (Penicillin V Potassium, Lilly) 


INDIANA, 


U.S.A, 


633276 
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Hospital 
practice 
feeding 


Standard one-formula mixture 


Normal infant nutrition requires approximately 50 
calories per pound of weight. Caloric distribution should 
be about 15% from protein, 50% from carbohydrates 
and 35% from fat as formulated for the mixtures in the 
tables below. 


For young infants, a favorable hospital formula consists 
of a milk and Karo Syrup mixture, isocaloric with 
human milk, e.g., 20 calories per ounce. 


WHOLE MILK FORMULA 


TOTAL CARB. 
FORMULA 02. CALORIES CAL. 


Whole milk 5% 
Water 
Karo Syrup 45% 


EVAPORATED MILK FORMULA 


TOTAL CARB. 
FORMULA 02. CALORIES CAL. 


Evaporated milk 11 484 5% 
Water 22 
Karo Syrup 1%2 180 45% 


An infant will usually take 2 to 3 ounces more than his 
age in months at 3 to 4 hour intervals to satisfy his appe- 
tite and nutritional needs. It is psychologically unwise 
to force prescribed amounts. Normally, the gain in 
weight of 6 to 8 ounces a week during the earlier months 
gradually diminishes to 3 to 4 ounces a week by the end 
of the first year. The standard one-formula mixture not 
only provides adequate nutrition when vitamin supple- 
ments are added; it also provides educational oppor- 
tunities to prevent feeding problems. 


ADVANTAGES OF KARO” SYRUP IN INFANT FEEDING 


Composition: Karo Syrup is a superior 
dextrin-maltose-dextrose mixture because the 
dextrins are non-fermentable and the maltose 
is rapidly transformed into dextrose which 
requires no digestion. 


Concentration: Volume for volume Karo 
Syrup furnishes twice as many calories as 
similar milk modifiers in powdered form. 


P urity: Karo Syrup is processed at steril- 
izing temperatures, sealed for complete hygi- 
enic protection and devoid of pathogenic 
organisms, 


Low Cost: Karo Syrup costs 1/5 as much 
as expensive milk modifiers and is available 
at all food stores. 


Free to Physicians — Book of Infant 

Feeding Formulas with convenient schedule 
ads. Write: Karo Infant Feeding Guide, 
ox 280, New York 46, N. Y. 


CORN PRODUCTS REFINING COMPANY 
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e How many doctors participate 


in thee BLUE SHIELD program? 
120,000 ( )? 98,000( )? 5,000 (_ )? 


HE CORRECT ANSWER: In areas 

served by Blue Shield Plans 
throughout the United States, 
there are approximately 120,000 
participating physicians. These 
doctors back Blue Shield Plans 
through their state or county 
medical societies. 

Why? Because doctors well 
know the problems that illness or 
injury can create for families of 
moderate means. Doctors them- 
selves help set up Blue Shield 
benefits, which provide real assist- 


ance in paying for hundreds of 
operations and many nonsurgical 
procedures, as well. 

With the guidance and coopera- 
tion of doctors like yourself, Blue 
Shield Plans operate in the public 
interest. Membership costs are 
kept low enough to be within the 
reach of practically every family. 
After covering administrative ex- 
penses and necessary reserves, all 
money taken in by Blue Shield 
Plans goes toward helping to pay 
for members’ doctor bills. 


As a Blue Shield participating 
physician, you are joining in a 
public service of which the entire 
medical profession may be proud. 


A PARTNERSHIP OF DOCTOR 
AND PATIENT 


®Service marks registered by 
Blue Shield Medica! Care Plans 
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involves both muscles and joints 


THE FIRST MEPROBAMATE-PREDNISOLONE THERAPY 


relieves both painful muscle spasm 


and disabling joint inflammation 


MEPROLONE is the first antirheumatic-antiarthritic designed to relieve simultaneously painful 
muscle spasm, joint inflammation and swelling, physical distress . . . to help prevent disability 
and accelerate return of normal function. 


SUPPLIED: Multiple Compressed Tablets: MEPROLONE-1—1.0 mg. prednisolone, 200 mg. meprobamate and 200 mg. dried aluminum 
hydroxide gel (bottles of 100). MEPROLONE-2—provides 2.0 mg. prednisolone in the same formula as MEPROLONE-1 (bottles of 100). 
Meprolone is a trademark of Merck & Co., Inc. 


mo MERCK SHARP & DOHME vision of MERCK & CO., Inc. Philadelphia 1, Pa. 
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all-day 
or all-night protection 
from 


with 


one oral dose 


Compazine™ Spansule’ 


capsules are especially useful for prompt and 
prolonged relief from tension headache. 


For the patient whose anxiety and nervousness 

are manifested as tension headache, one ‘Compazine’ 
Spansule capsule taken in the morning provides 
protection throughout the day. 


Patients on ‘Compazine’ are, in virtually all cases, 
free from drowsiness, and often experience an 
alerting effect. They can carry on normal activity. 


And, on the other hand, for the patient who 
cannot sleep because of anxiety and tension, one 
‘Compazine’ Spansule capsule taken before 
retiring provides relief throughout the night. 


‘Compazine’ Spansule capsules: 10 mg., 
I5 mg. and 30 mg. 


Smith Kline & French Laboratories, 
Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
¢T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 


ay 

4 
‘ 
) y 

q 

4 

‘ 

ex. 


ALLERGIC EMERGENCY-—|NJEC ASTHMATIC— 
-HYDELTRASOL dramatically relieves i TRASOL promptly suppresses the bronchospas 


THE FIRST REABY-TO-USE, 
SOLUBLE, 


In your bag... ALL-PURPOSE 
ready for use... 


IMMEDIATELY! PARENTERAL STEROID 


(Prednisolone 21-Phosphate) 
ADVANTAGES: 


° 1. Immediately effective—dramatic response in minutes 
2. Ready for use—needs no reconstitution or refrigeration 
3. In solution—flows readily through a small-bore needle 


SUPPLIED: In 2-ce. and 5-cc. vials, each cc. containing 20 mg. 
of prednisolone 21-phosphate as the di-sodium salt. 
Hydeltrasol is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME oivision oF MERCK & CO., INc., Philadelphia 1, Pa. 


4 


j.A.MLA., Nov. 22, 1958 


BOARD ELIGIBLE; 
midwest clinic; 17 men; area 250,000; associated with 
Board men; salary open; eventual partnership possible 

Box 7000 C, AMA, 


WANTED GENERAL PRACTITIONER FOR SMALL 
hospital and clinic; full time; excellent opportunity and 
future; Lister General Hospital, 10040 Yellowstone 

Avenue, Detroit 4, Michigan Cc 


OBSTETRICIAN-GYNECOLOGIST — WESTCHESTER 
County; new medical arts building: 25 miles from New 
York ity; allied in already; excellent oppor- 
tunity. Box 6805 C, % AMA. 


GENERAL PRACTIT ANepd R WITH CALIFORNIA L 
cense; vicinity of Los Angeles; starting salary $1,000 
monthiy, license required ; state age, education, experi- 

ence and availability. Box 6940 C, % AMA 


WANTED—BOARD OR BOARD ELIGIBLE INTER 
nist for association with group; Kentucky in vicinity of 
Louisville. Write: Box 6976 C MA. 


WANTED-—-FULL TIME PHYSICIAN FOR RAILWAY; 
must be eligible for license “pe Virg rinia, West Virginia 
and Ohio. Address: Box 6943 % AMA. 


INTERNS AND RESIDENTS WANTED 


Gear and Pinion 


U.S. Pat. No. 2,769,441) — Other Pot. Pend. 


NEW ROTATING ANOSCOPE 


Facilitates examination and instrumentation 
@ Speculum can be rotated without moving handle. Simple 
mechanism turns speculum through full 360°. i 


@ Orbiculated edges minimize discomfort as speculum is rotated, 
even in the presence of rectal pathology. 


@ Entire instrument can be autoclaved or boiled, including the 
light carrier and lamp. 


@ Brilliant self-illumination with durable Welch Allyn No.2 lamp. 


@ Fits all standard Welch Allyn battery handles. 
No. 288 Rotating anoscope, with light carrier..........$27.50 


WELCH’ ALLYN 


LIGHTS THE WAY 


(Continued from page 126) PHYSICIAN — GENERAL PRACTICE: URGENTLY 

needed; hospital; community will help financially; re- 

ae omen — TED: Ag @ rt; wonderful climate; fishing; mountain scenery; 

INTERNIST. -CERTIFIED OR QUALIFIED; AS STAFF sort; wor fishing; mour ener’ 

physician in 386 bed affiliated hospital: citizenship re- 6587 area in United 
quired; salary range $9,890 to $14,685 depending on 


wv certification. Write: Director, Professional DERMATOLOGIST YOUNG DERMOTOLOGIST DE- 


Serviecs, Veterans Administration Hospital, Des Moines, sired to work in conjunction with established and as- 

lowa. ( sume part of the practice in new medical clinie in New 

" = . Jersey. If interested, supply details in first letter to: 
WANTED—OTOLARYNGOLOGIST & PEDIATRICIAN Box 6986 C, % AMA 


Hoard eligible or certified internist for the new sub- 
urban division of a well established clinic in a large COLORADO—-FULL TIME EMPLOYMENT TO GEN- 


southern city; salary with potential partnership after eral practiciones in medical care program; salary open 
three years. Box 6355 C, % AMA. Inquire: John S. Anderson, MD, Pueblo City-County 
Health De partinsees. 151 Central Main Street, Pueblo, 
SOUTILERN CALIFORNIA EXPANDING CLINIC DE- Colorado, c 
sires outstanding Board eligible or certified orthoped- 
ist; gynecologist and obstetrician, rheumatologist; sal- UTAH — OFFICE FOR MD AND DENTIST; NEW 
ary from $12,000 “ar; unlimited opportunity for building; rapidly growing area; scenic surroundings; 
partnership. Box 6963 C, % AMA. five minutes from Hospital, Phone; Davis 9-1012 or 


write: L. W. Sorenson, MD, 7620 Orchard Drive, North 


HIATRIST W. ANTED MOWER COUNTY MEN- Salt Lake. 
al Health Clinic’ sa'ury $16,000 to $18,000; private 
practioe permissible in addition; requirements: Board RADIOLOGIST — ASSOCIATE; OFFICE PRACTICE 
Certification or eligibility. Contact: H. P. Van Cleve, and local hospital; suburb contiguous to Boston; Board 
MD, Austin Clinic, Austin, Minnesota. c Certified or eligible; financial arrangements leading 
to partnership. Send details to: Box 6958 C, % AMA. 


CALIFORNIA MEDICAL BUREAU AGENCIES—FOR 
physicians placements and hospitals and medical proper- WANTED — GENERAL PRACTITIONER TO TAKE 
ties for sate. 405 E. Green Street, Pasadena, California, over going pract in town of 1,500; rent or buy equip 
and 610 8S. Broadway Street, Los Angeles 14, Cali- ment and building; terms; leaving to specialize. T. V 


fornia. c Niemann, MD, Brooklyn, Lowa. Cc 


The * signifies a hospital approved for internships 
and the + approved for residencies in specialties 
by the Council on Medical Education and Hospitals 
| of the A. M. A. Consult Council’s approved list 
for types of internships and residencies approved. 


ONE YEAR ROTATING INTERNSHIP — AMA AP. 
proved; new program in community-teaching hospital: 
medical education and research department staffed by 

| 35 carefully selected physicians who provide bedside and 

| lecture teaching in specialties; full time staff members 
| in pathology, medical education, radiology, all of whom 
have university faculty appointments: all patients teach- 
ing cases; active service department and clinics for 
interns; courses available nearby graduate medical 
school; several conducted in hospital, tuition paid by 
hospital; interns invited twice monthly for Grand 
Rounds at outstanding New York Hospitals: hospital 
| located 20 miles from New York City; limited vacancies 
for period July 1, 1959-June 30, 1960; $125 monthly 
and maintenance. Write: Charles R. Ream, MD, Saint 
Elizabeth Hospital*, Elizabeth 2, New Jersey. Dd 


HOUSE DOCTOR WANTED FOR 152 BED GENERAL 
hospital, plus 36 bassinets; fully accredited by the Joint 
Commission on Accreditations of Hospitals; staffed by 


over 60 doctors; large out-patient service with a very 
active emergency room; plus a large maternity section; 
the hospital is located between two busy highways; plus 


many heavy industries; therefore, this brings 
considerable amount of accidents; house staff co 
four doctors rotating on different service each 
xood salary with excellent living conditions; preferably 
| single doctors. Apply: Dover General Hospital, Jardine 
| Street, Dover, New Jersey, attention: C. T. Barker 
Director D 


TWO YEAR APPROVED PEDIATRIC RESIDENCY 
Northern California; organized teaching program with 
eight full time Board pediatricians; appointments 
available immediately and throughout vear; California 

| licensure eligibility required; salary $315 to $390. Con 

|} tact: Alexander King, MD, Chief, Pediatries Depart 
ment, Kaiser Foundation Hospital+, Oakland = 11, 
California D 


ACTIVE 300 


| 
RESIDENCIES--INTERNAL MEDICINE; 
| 
| 
| 


bed general hospital; approved 3 vear ssidency pro 
gram; full time Board specialists teaching: salaries 
| range from $315 to $415, depending upon vear of train 
| ing and family status; eligible California licensure 


| Write: Director of Education, Kaiser Foundation Hos 
| pital+. 280 W. MacArthur Blvd., Oakland 11, Cali 
fornia D 


RADIOLOGY—-RESIDENCY AVAILABLE NOW, For 
novice or for partly trained radiology residen Vvear 
program in diagnosis, therapy, isotopes. full 

time staff of 4 radiologists; base hospital of The Chica 
go Medical School; initial stipend $225 per month plus 
laundry and uniforms. Apply: Dr. J. Nadelhaft, Di 
rector of Radiology, Mount Sinai Hospital, California 
and 15th, Chicago 8, Illinois D 


INTERNSHIPS — ROTATING: EIGHT AVAILABLE: 
July 1959, in 330 bed modern general hospitals 
AMA approved; stipend $200 per month plus full main- 
tenance; unusual opportunity to work with Board men 
in all specialties and includes staff teaching and regular 
conferences on all services. Apply: Director, The Niagara 

Falls Memorial Hospital, Niagara Falis, New York. D 


RESIDENCY IN MEDICINE POSITION AVAILARLE 

January 1, 19 for graduates of American Medical 
| Schools only; 625 bed hospital with large charity load 
and rotation through the major sub-specialties. Address 
inquiries to: Director of Post-Graduate Training, 
Tampa General Hospital, Tampa, Florida. dD 


GE NE RAL PRACTICE RESIDENCY TRAINING FOR 
var beginning July 1, 1959; 140 bed general hospital 
by JCAH; this is generally recognized as an 
outstanding rotating resideney in general practice: sa 
ary $500 monthly. For details, write: Directs Kendall 
Hospital, P. O. Box 1017, South Miami 43, Florida D 


RESIDENCIES IN SURGERY--APPROVED 250 BED 
1eral hospital in San Francisco; three year approval; 
e out-patient department and clinic service; stipend 
yer month first vear plus maintenance. Contact: 
Director of Medical Edueation, St. Luke's Hospital*+, 
1580 Valencia Street, San Francisco, California D 


PATHOLOGY RESIDENCIES APPROVED FOUR 

year program in pathologic anatomy and clinical pathol 
bed general hospital. Write to: Director of 
Education, St. Mary's Hospitale+, San Fran 
cisco, California. D 


ANESTHESIOLOGY RESIDENCY APPROVED TWO 
year training program 365 bed general hospital* + ; 
stipend $320 per month; vacancy January 1, 1959 
Write: W. Forrest Powe i MD, University Hospiti al, 
Alcoa Highway, Knoxville, Tennessee D 


(Continued on page 148) 
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PHYSICIAN NEEDS SPECIAL PROTECTION, TOO. 


true | 
security 


can be yours with 
a plan tailor-made 
for your special needs 


As a physician, you know that only 
proper diagnosis and preventive meas- 
ures now can protect your patients’ 
future, and that you are especially 
qualified to offer this particular pro- 
tection. 


Similarly, as insurance specialists, 
the people of Mutual Benefit Life are 
unusually qualified to examine your 
present and coming needs and to pro- 
tect your future. More than a century 
of serving the medical professions has 
given us thorough experience concern- 
ing your particular circumstances. 

Mutual Benefit Life offers you 
TRUE SECURITY tailored to your 
career and to the future of you and 
your family. This plan will fit your 
particular earning curve which starts 
later, rises rapidly, declines sharply 
without the cushion of company bene- 
fits. Flexible Mutual Benefit Life plan- 
ning will take into account all such 
special considerations in giving you 
TRUE SECURITY. 

Ask your Mutual Benefit Life man 
about TRUE SECURITY. A person- 
alized, comprehensive plan can be 
yours today with the most liberal 
coverage in Mutual Benefit Life’s 113- 
year history—and at a new low cost. 


MUTUAL BENEFIT 


The [| FF Insurance Company 
for TRUE SECURITY 


THE MUTUAL BENEFIT LIFE INSURANCE COMPANY. NEWARK, NEW JERSEY 
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Brand 


Kills by contact . . . virtually non- 
irritating to vaginal mucosa... is 
effective even in presence of blood, 
pus or vaginal secretions .. . will not 
permanently stain linen or clothing: 
color can be washed off with water. 


Regimen: In the office—swab with 
Betadine Antiseptic, full strength. 


For patients’ use at home—Betadine 
Vaginal Douche between office visits. 


Available: Betadine Antiseptic in 
8-o0z. and 16-0z. bottles. Betadine 
Vaginal Douche in 8-oz. bottles. 


Write for literature and samples 
Department ‘‘A” 


virtually 
nonirritating to 
vaginal mucosa 


TAILBY-NASON COMPANY, INC. 


DOVER, DELAWARE 


i 
\ S 0 il 
2 


it 


Ty research... 


MODERN EQUIPMENT 
for the 
MEDICAL PROFESSION 


ELECTROCARDIOGRAPHY — After 10 successful 
years in the manufacture of electrocardio- 
graph equipment, we are proud to present 
the new dual-speed EK-III. This unit oper- 
ates at either the standard 25 mm. per second 
speed or at 50 mm. per second. This higher 
speed facilitates the study of details of rapid 
electrocardiographic deflections. 


ULTRASOUND The new UT-400 provides 
either continuous or pulsed ultrasonic 
energy at the option of the user. The 
pulsed current has a duty factor 
of 20% so that energy is applied 
intermittently at a 1:5 ratio. Here 
is the ultimate in therapeutic 
versatility. 


DIATHERMY — The Burdick line of 
diathermy equipment includes the 
MW-1 Microtherm® for microwave 
diathermy and the MF-49 unit for 
conventional short wave diathermy. 


INFRARED THERAPY — The Zoalite series 
of infrared lamps has become a stand- 
ard of quality and performance for the 
hospital, physician’s office and home 
use on prescription. 


uttravioter — Burdick hot quartz 
mercury arc lamps assure effective 
treatment with a minimum of exposure time. 


CARDIAC MONITOR — The Telecor monitors the 
heart beat during surgery; either electrically 
through hypodermic needle electrodes, or 
mechanically through a digital pulse pickup. 


THE BURDICK CORPORATION 


MILTON, WISCONSIN 


Branch Offices: NEW YORK * CHICAGO * ATLANTA * LOS ANGELES 


Dealers in all principal cities 
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(Continued from page 148) 


WANTED—RESIDENTS IN PULMONARY DISEASES 
for July 1, 1959 in a 600 bed hospital in the Ozarks; 
fully certified ; excellent facilities; research and teaching 
program; generous salary. Write: Charles A srasher, 
MD, Superintendent and Medical Director, Missouri 
State Sanatorium+, Mt. Vernon, Missouri D 


WANTED — MEDICAL RESIDENT; ROTATING IN- 
terns ; 1959; internships 
January 1; 240 bed general hospital; 
; full maintenance including furn- 
Apply: Intern and Resident Com- 
Hospital, Chicago, Illinois. Dd 
FIRST YEAR SURGICAL RESIDENCY AVAILABLE 
July 1, 1959 for graduate of approved school; who is 
interested in orthopedics; heavy traumatic service; fully 
approved four year surgical program. Apply: Director 
of Medical Education, Huron Road Hospital*+, Cleve- 
land 12, Ohio D 
ANESTHESIOLOGY RESIDENCY APPROVED TWO 
years; active didactic and clinical program; stipend 
$5,600 to $4,800 yearly plus maintenance; and $50 
monthly housing allowance. Apply to: J <. Potter, 
MD, Huren Road Hospital, Cleveland 12, Ohio dD 


PATHOLOGY— FOURTH YEAR RESIDENT FOR JULY, 
1959, who could qualify for position of assistant path- 
ologist the following year; Chicago hospital, four years 
approved residency; very active service; salary open. Box 
6990 D, % AMA. 


ished 
mittee, 


apartment 
Ravenswood 


PATHOLOGY FELLOWSHIP AVAILABLE IN DE 
partment fully approved for complete training in path 


ology; opportunity for teaching and research. Write to 
Dr. I. N. Dubin, Woman's Medical College, 3300 Henry 
Avenue, Philadelphia 29, Pennsylvania 


AVAILABLE APPROVED SECOND YEAR RESIDEN 


ey in su ; danuary 1, 1959 to December 30, 1959; 
stipend $275 monthly plus room, uniforms and laundry 
services, Apply office of the Director, Aultman Hos 


pital* +, 625 Clarendon Avenue, S. W., Canton, Ohio, D 

RESIDENT PHYSICIAN — 117 BED GENERAL HOS- 
pital; $300 per month plus maintenance; must be grad 
uate AMA approved school; general services; December, 
1958. Apply: Administrator, The Valley Hospital, Ridge 
wood, New Jersey. D 


PEDIATRIC CARDIOLOGY FELLOWSHIP IMMEDI 
ate opening for trainee in all phases of pediatric cardi 
ology; first citizenship papers and prior pediatric train 
ing required. Department of 
Medical School, Dallas, Texas. 


Pediatrics, Southwestern 
D 


OPHTHALMOLOGY RESIDENCY--VACANCY AT SE 
ond or third year level in Georgetown Medical Center 
program; available now Apply Program Director, 
Ophthalmology, Georgetown University Medical Center, 
3800 Reservior Road, N. W., Washington 7, D. C. D 


(Continued on page 152) 


D | Pp. 


J.A.M.A., Nov. 22, 1958 


| OOKS RECEIVED 


Books received by Tue Journat are acknowl- 
edged in this column. Selections will be madk 
for more extensive review in the interests of 
THe JourNnaA readers as space permits. Books 
listed in this department are not available for 
lending or sale through the American Medical 
Association. 


A Method of Anatomy, Descriptive and Deduc- 
tive. By J. C. Boileau Grant, M.C., M.B., Ch.B. 
Sixth edition, Cloth. $11. Pp. 879, with 862 illus- 
trations. Williams & Wilkins Company, Mount 
Royal and Guilford Aves., Baltimore 2, 1958. 


Rashi 


and 


Economics of Mental Illness. By Fein. 
Joint Commission Mental Illness Health 
monograph series no. 2. Report to Staff Director, 
Jack R. Ewalt. Cloth. $3. Pp. 164. Basic Books, 
Inc., 59 Fourth Ave., New York 3, 1958. 


on 


Studio documentato del fondo oculare. [Volume 
I}: Alterazioni circolatorie. Di Antonio Clerici. 
Cloth. Pp. 211, with 133 retinographs. Casa Edi- 
trice A. Fattorini, Via Morosini 7, Milan, Italy, 
1957. 


Russian-English Biological & Medical Diction- 
ary: Biology, Botany, Zoology, Medicine, Agri- 
culture. By Dr. Eugene A. Carpovich. Cloth. $12. 


Pp. 398. Technical Dictionaries Company, Box 
144, New York 31, 1958. 

Public Attitudes Toward Health Insurance. By 
Eliot Friedson and Jacob J. Feldman. Health In- 
formation Foundation research series 5. Paper. Pp. 


18. Health Information Foundation, 420 Lexington 
Ave., New York 17, 1958. 


La méthode optopsychopédagogique. Di Gian- 
franco Carlevaro e Dr. Honoré Ouillon. Cloth 
3000 lire. Pp. 146, with 44 illustrations. Edizioni 
Minerva medica, Corso Bramante 83, Turin, Italy, 
1958. 


Otolaryngology. Edited by George Morrison 
Coates, Harry P. Schenck, and M. Valentine Miller. 
Revised pages for volumes 1-4, and supplementary 
index. Loose-leaf. Various pagination. W. F. Prior 
Company, Inc., Hagerstown, Md., 1958. 


Rutstein, 
Harvard 
Pp. 127. 
St., Cam- 


Lifetime Health Record. By David D. 
M.D., Professor of Preventive Medicine, 
Medical School, Boston. Cloth, $2.25. 
Harvard University Press, 79 Garden 
bridge 38, Mass., 1958. 


Therapeutic Exercise. Edited by Sidney Licht, 
M.D. Third volume of Physical Medicine Library 
Cloth. $16. Pp. 893, with 204 illustrations. Eliza 
beth Licht, Publisher, 360 Fountain St., New 
Haven, Conn., 1958. 


Hearing Therapy for Children. By Alice Streng, 
M.A., and others. Second edition. Cloth. $6.75 
Pp. 353, with iilustrations. Grune & Stratton, Inc., 
381 Fourth Ave., New York 16; 99 Great Russell 
St., London, W. C. 1, England, 1958. 


Intestinal Digestion and Absorption after Gas- 
trectomy. By Géran Lundh. Acta chir scandinav., 
supp. 231. Paper. Pp. 83, with illustrations. P. A 
Norstedt & Séner, Tryckerigatan 2, Stockholm 2 
Sweden, 1958. 


Film Reference Guide for Medicine and Allied 
Sciences. By Interdepartmental Committee 
Medical Training Aids (ICMTA). Paper. 60 cents 
160. Card Division, Library of 
Washington 25, D.C., 1958. 


on 
Congress, 
Renal Circulation in Acute Renal Failure. By 


Ole Munck. [Thesis, M.D., University of Copen- 
hagen.] Paper. Pp. 59, with illustrations. Blackwell 


Scientific Publications, Ltd., 24-25 Broad St., 
Oxford, England, 1958. 
A Skeptical Psychoanalyst. By Kenneth Mark 


Colby, M.D., Training Analyst, San Francisco Psy- 
choanalytic Institute, San Francisco. Cloth. $3.75. 
Pp. 145. Ronald Press Company, 15 E. 26th St., 
New York 10, 1958. 


Life Insurance Fact Book 1958. Paper. Pp. 126, 
with illustrations. Institute of Life Insurance, 488 
Madison Ave., New York 22, 1958. 

The Road to Emotional Maturity. By David 
Abrahamsen, M.D. Cloth. $4.95. Pp. 388. Pren- 
tice-Hall, Inc., Englewood Cliffs, N.J., 1958. 
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PRONOUNCED TAY-O 


(brand of triacetyloleandomycin with gluCOSAmine) 


Capsules / Oral Suspension 


for effective 


control 


common 


J. B. Roerig and Company 


“TRADEMARK 


CLINICAL all Staph 
RESULTS adults children infections 
Cured 172 (80%) 148(89%) 71 (88%) 
Improved 28 (13%) 8 (5%) 7 (9%) 
Failure 17 (7%) 11 (6%) 3 (3%) 


Types of infecting organisms: The majority of 
identified etiologic microorganisms were Staph. 
aureus and Staph. albus. Tao has its greatest 
usefulness against organisms such as: staphy- 
lococci (including strains resistant to other anti- 
biotics), streptococci (beta-hemolytic strains, 
alipha-hemolytic strains and enterococci), pneu- 
mococci, gonococci, Hemophilus influenzae. 


Per cent of “antibiotic-resistant” epidemic 
staphylococci cultures susceptible to Tao, and 
antibiotics A, B, and C.! 


susceptible to Tao 


to 3.12 mcg./mi. or less 


% of Cultures Susceptible 


REACTIONS: 

(a) adults (b) children 
Total—9.2% Total —0.6% 

(20 out of 217) (1 out of 167) 

Skin rash —1.4% Skin rash —none 

(3 out of 217) Gastrointestinal — 
Gastrointestinal — 0.6% (1 out of 167) 
7.8% (17 out of 217) 


There was complete freedom from adverse 
reactions in 94.5% of all patients. Side effects 
in the other 5.5% were usually mild and seldom 
required discontinuance of therapy. 


stability in gastric acid + rapid, high and sustained biood lev- 
els + high urinary concentrations - outstanding palatability in a 
liquid preparation 


Dosage and Administration: Dosage varies according to the 
severity of the infection. For adults, the average dose is 250 mg. 
q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
8 months to 8 years of age, a daily dose of approximately 30 
mg./Kg. body weight in divided doses has been found effective. 
Since Tao is therapeutically stable in gastric acid, it may be 
administered without regard to meals. 

Supplied: Tao Capsules —250 mg. and 125 mg.; bottles of 60. 
Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful 
(5 cc.) when reconstituted; unusually palatable cherry flavor; 
2 oz. bottle. 

References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 
(Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother 
(Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, Inc., 1958, p. 476 
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NOW IN COLORS 


Available in navy blue and dark 
brown in addition to standard 


white. New colors do not show 
soil, harmonize with clothing 
colors. The popular DePuy Arm 


Sling is designed to take weight 
off patient's neck. Gives strong. 
dependable, comfortable support. 
Very simple to apply. Washable. 
In large, medium or child size 
No. 545, $2.00 each, $21.60 per 
dozen. 


1895—STANDARD OF QUALITY 


- SINCE 
Smartly Styled Cabinets of lustrous Stainless 
Steel include beautiful working surfaces of dec- 

orative Formica—From $108.00 to $258.00. 
P & S MEDICAL EQUIPMENT 
14525 Arminta, Van Nuys, California, St 00447 


MANUFACTURING CO., INC. 


WARSAW INDIANA 


Please Do Not Ask for the names of classified advertisers in the JOURNAL 
who use box numbers. We are bound by agreement with these advertisers not 
to give out this information. Address your replies or inquiries to the box given, 
> A. M. A., and we will forward them. 


How well you see 
depends onthe light you use 


Good lighting lets you see quickly and beautiful with a choice of 


and easily . . . do your best work Green, Coral, or Silvertone. 


without fatigue. 


And the price is new. . . lower 


Castle’s new No. 8 Light does 
ani 6 than what you would expect to 


all this and more. It's all new in pay for such a high quality light. 


ics and in style. The new multi- 
“cen ) The No. 8 is available in floor, 


step reflector virtually eliminates 
shadow and glare. Its filter gives 


wall, or ceiling mounting. 
new balanced color, just like sun- For full details, see your Castle 


light, for accurate perception. The — dealer or write for descriptive 


styling is new, too—streamlined folder. 


LIGHTS & STERILIZERS 


WILMOT CASTLE COMPANY «+ 1822V East Henrietta Rd., Rochester, N.Y. 


j-A.M.A., Nov. 22, 1958 
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PATHOLOGY RESIDENTS—JULY, 
general hospital; full approval; medical school appoint- 
ment and active affiliation. Apply: Dr. Richard G. 
McManus, Institute of Pathology, Western Pennsylvania 
Hospital, Pittsburgh 24, Pennsylvania. 


OHLO—APPROVED MEDICAL RESIDENCY: FIRST 
second and third year positions availab July, 1959; 
800 bed hospital®+ offers ward service, clinics and a 

box 


directed training program; stipend $325 to $450. 
6960 D, % AMA 


APPROVED RESIDENCY—APPROVED 
residency July |, 959; 300 bed general hospital: 
suburb of New York City; salary $200 monthly plus 
complete maintenance; Apply: Administrator, Engle: 
wood Hospital, Englewood. New Je 


HOUSE PHYSICIAN 80 BED GENERAL HOSPITAL: 
60 miles north of New York City; immediate opening; 
$550 per month plus maintenance noel Administrator 
The Cornwall Hospital, Cornwall, New York Dd 


PATHOLOGY RESIDENCY—ONE YEAR APPROVAL: 
active general hospital++; excellent salary: to start on 
or before January, 1959. Write: Pathologist, Wilming- 
ton General Hospital, Wilmington, Delaware. 

WANTED RESIDENTS IN PSYCHIATRY: THREE 
year approved residencies available; large eastern men 
tal hospital, excellent teaching program therapeutic 
procedures, $5,280 $6,600. Box 6956 D. % AMA 


rsey. 


LOCUM TENENS WANTED 


WANTED INTERNIST LOCUM TENENS; SAN FRAN 
cisco; May fifteenth thru November Ist; nineteen hun 
dred fifty nine; one third gross income; some free time; 
following this, share office part time; one year tree rent 
tox 7025 G, % AMA 


BOARD ELIGIBLE OPHTHALMOLOGIST DESIRES 


locum tenens in California to begin on or about Janu 
ary 1, 1959; have California license. Box 7021 G ¢ 
AMA 


WANTED -LOCUM TENENS FOR DERMATOLOGISTS 
office for six to eight weeks for February and eo 
1959; give qualifications and state salary expected i 
6984 G, % AMA 


LOCUM TENENS WORK WANTED 


1957 CLASS A GRADUATE; MARRIED; 
locum tenens or hospital E. R. work in south o1 
west from January — June, 1959. For details, 
Box 7022 H, % AM: 


WISHES 
mid 
write 


SITUATIONS WANTED 


CLINIC MANAGER: BUSINESS ADMINISTRATION 
degree; years, Office Manager & Chief Accountant, 
Important manufacturing company; since 1953, Clinie 


Manager, 16 man group; seeks Clinic Manager position, 
large clinie group; splendid personality; excellent ref 
erences; Age 38. Woodward Medical Personnel Bureau 
185 N. Wabash, Chicago I 


MARRIED; CLASS A 


leaving military 


G NERAL PRACTITIONER; 
*; excellent rotating internship; 


service July, 1959; seeks association with group or indi 
desires location in southeastern Wisconsin, 
northeastern or Minneapolis, St. Paul area 


ILlinois 
“> AMA 


Box 7028 1, 


ORTHOPEDIC 


SURGEON-—BOARD ELIGIBLE; RE 


quires clinical association or clinie position in or nea 
city of over 150,000 population; available after a 
15, 1950 for further communication to: Vk 


Write 
T7018 I AMA 


1F IN NEED OF AMERICAN BOARD SPECIALISTS 
to head departments, physician for private practice, 
industry or public health, please write for recommen- 
dations. Woodward Medical Personnel Bureau, 185 N. 
Wabash, Chicago. i 


SURGEON- FACS; DOES GENERAL PRAG 

ks association in Oregon, with surgeon, general 
doing surgery or group; Oregon license; 
congenial, well trained; energetic, health excellent; 
military completed, Box 7020 I, A 


OTOLARY NGOLOGIST—32; COMPLETING APPROVED 
residency in Baltimore July, 1058; approved rotating 
internship in Virginia; graduate medical school Spain; 
permanent Visa; no license as yet; looking for interesting 
position in specialty tox 7052 1, % AMA 


YOUNG GENERAL PHYSICIAN 
est medicine; desires salaried position; am looking for 
permanent location with some opportunity for advance 
ment; prefer southeast; available in near future tox 
7024 1, % AMA 

OBSTETRICIAN GYNECOLOGIST; UNIVERSITY 
trained; Board eligible; veteran; family, 50's; previous 
general practice; desires association with group or indi 
vidual, prefer 100 miles New York; details first letter 
Box 7023 1, % MA 


PSYCHIATRIST — 


ice; see 


PRIMARY INTER 


BOARD CERTIFIED; DNB; 33; 


married; veteran; seeks opening in private practice. 
experienced clinical neurology, EEG and EMG; east 
coast; Ohio or Texas preferred. Box 6899 |, “eo AMA. 


A SCHOOL; NOW IN OVERSEAS 
and interview for purchase or 
California; available 


GENERALIST 
service wishes to negotiate 
partnership practice in Ohio or 

AMA 


August, 1960. Box 7029 I, 

SURGEON—BOARD CERTIFIED IN GENERAL AND 
thoracic surgery; graduated Harvard Medical School 
1951, desire position or 


trained in pediatric cardiology; 
affiliation. Box 7017 1, % AMA 


RADIOLOGIST-WITH HIGHEST QUALIF TIONG 
seeks hospital private practice. Box 6981 I, MA 


AVAILABLE—AMERICAN BOARD SPECIALISTS TO 


head departments, join groups, ete. ; physicians for pri 
vate practice, assistants or associates, industry, public 
health. 


Please write for recommendations. Shay Medical 
Agency, 55 E. Washington, Chicago. I 


WELL TRAINED THORACIC SURGEON AVAILABLE 
January Ist; three years’ training; general surgery; 
two years’ training, thoracic surgery, teaching hospitals 
Medical Bureau, Burneice Larson, Director, 900 North 
Michigan Avenue, Chicago. 1 


(Continued on page 154) 
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EVERY TOPICAL SITUATION 


% 


¥ 
¥ 


EXCELLENT ANTIBIOTIC AND ANTI-INFLAMMATORY COMBINATION FOR INFLAMMATORY AND/OR INFECTIOUS DERMATOSES 


NEO-MAGNACORT 


neomycin and hydrocortamate 10 2 | CAL 0 | NTM 7 NT 


An extraordinary water-soluble dermatologic corticoid, MAGNACORT, 
combined with an outstanding topical antibiotic, neomycin, for 
effective control of inflammatory and/or infectious dermatoses.'* 
Improvement or complete cure noted in 88% of a series, including 
many skin disorders notoriously difficult to treat.® 

Supp.iepD: In 1/6-0z. and 1/2-0z. tubes, 0.5% neomycin sulfate and 0.5% hydro- 
cortamate hydrochloride. 


Also available: MAGNACORT® Topical Ointment: in 1/6-0z. and 1/2-02. tubes, 0.5% hydrocortamate hydrochloride. 


1. Howell, C. M., Jr.: Am. 
Pract. & Digest Treat. 
8:1928, 1957. 

2. Frank, L.: A.M.A, Arch. 
Dermat. 75:876, 1957. 

3. Welsh, A. L.: Internat. 
Rec. Med. 169:775, 1956. 

4. Robinson, H. M., Jr., et 
al,: Antibiotic Med. $:461, 
1956. 

5. Janssens, J.: Le Scalpel 
111:69, 1958. 

6. Bereston, E. S.: Clinical 
Review 1:13, 1958. 


PFIZER LABORATORIES 


Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 
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INCONTINENCE 


D 
CHLORIDE 


METHYL BENZETHONIUM CHLORIDE 0.1% 


OINTMENT 


ANTI-BACTERIAL 
WATER-MISCIBLE 
NON-IRRITATING 


7 years experience 

AND PREVENTION OF 
-AMMONIAGAL 


HOMEMAKERS PRODUCTS DIV. OF GEO. A. BREON & CO. 
1450 BROADWAY, N. Y. 18, N. Y. 
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INTERNIST — CERTIFIED; 33; UNIVERSITY 
trained; currently on faculty of medical school; has had 
experience in private practice and industrial medicine; 
desires association with hospital, clinic; military service 
completed. Box 4858 1, % AMA. 

SURGEON — BOARD CERTIFIED; 39; VETERAN; 
family; academic and private practice background, de- 
sires opportunity in small to medium sized community; 
solo, group or partnership; available immediately. Box 
6966 1, % AMA. 


GENERAL SURGEON—BOARD ELIGIBLE; 48; MAR- 
ried; extensive training and experience; ha will- 
ing worker; licensed Illinois and New York; desire 
group, partnership, institution or solo; any pleasant 
location. Box 6980 I, % AMA. 


GENERAL PRACTITIONER — 29; MARRIED; NYU- 
Bellevue graduate; rotating internship; DNB; ; 
experienced; available immediately; 
group, association with established generalist, 
chester, Queens, Long Island. Box 6946 I, % AX 

ANESTHETIST, MD—FIFTYISH; FOREIGN GRAD- 
uate; Missouri license; trained at credited hospital in 
anesthesia residency; nine years full time anesthetist 
wants a location, fee for service. Box 6973 1, % AM 


| RADIOLOGIST — CERTIFIED IN DIAGNOSIS AND 
| therapy with seven years experience; desires association 
with radiologist, group or hospital. Box 7008 1, % AMA. 


PROFESSIONAL & TECHNICAL AIDES 


WANTED—TECHNOLOGISTS: (a) CHIEF MED TECH; 
2-3 in busy lab, 15-dr clin; to $6000; resid city 

; Cal. (b) MED TECHS; congenial, aoe lab; 

gen hsp expand’g to abt 300 bds, will have all new 
lab; to $5200 plus call; twn 25,000; N.Engl. (c) MED 
TECH; ASCP: vol gen hsp 200 bds; to $5400; resort 

n 20,000; . (d) LAB & XRAY TECH; 

40-bd gen hsp to open late 58; sm twn nr ige capital 
ity: E H; 8-dr clin; 200; twn 

D TECH; vol gen hsp 

: city 30,000; 

hsp 150 bds; 
to $4800; agric loca, Ill. (h) MED TECH; 
gen hsp 150 bds; Fla resort twn. : 
full chge lab, gen hsp 100 bds, apprv'd JCAH:; re- 
sort, coll twn 20,000; N.Engl. (j) BIOCHEMIST; 
MS, Ph.D to hd dept, newly created posi; 200-bd gen 
hsp; $7200; SW city 20,000. Woodward Medical Bu- 
reau, Ann Woodward, Director, 185 N. Wabash, 
Chicago. L 


HELP WANTED — ASCP TECHNICIAN; EXPERI- 
enced; 40 hour week. Phone Fi 35-4990, Westlake Hos- 
pital, 612 North 12th Avenue, Melrose Park, Illinois. L 


PRACTICES FOR SALE 


CALIFORNIA—GENERAL OR INTERNAL MEDICINE; 
netting $1,600 monthly; introduce rel equip- 
ment and refrigerated office; good Is; leaving 
town; practice easily expandable. Write: 2411 Alta 
Vista, Bakersfield, California. I’ 


CALIFORNIA—INTERNAL MEDICINE; ALLERGY IN 
new Whittier Medical Center; gross over $60,000; al- 
most new equipment with experienced registered nurse 
and secretary-receptionist; fine medical practice in pop- 
ulous Los Angeles suburb; ideal climate & community 
to work and live in; low down payment; practice to pay 
balance. Box 6983 P, % AMA 


FLORIDA—FOR SALE; DOCTOR'S OFFICE AND ES- 
tablished lucrative general practice in West Palm Beach, 
Florida; fully equipped air-conditioned office with two 
waiting rooms and six examining rooms; intercom, 
music, all modern equipment; 200 M.A. x-ray machine 
and refrigerated tank; dark room; BMR; ultratherm, 
etc; available immediately to responsible 

» of illness. Write: Mr. Kirk Sullivan, 


| FLORIDA—SOUTH EAST COAST; FULLY EQUIPVED 


medical office for sale; 100 MA x-ray; ECG and ultra 
sonic; new office building, air conditioned; reasonable 
terms; leaving for residency tox 6991 P, % AMA 


ILLINOIS—GENERAL PRACTICE; EIGHTY MILES 
from Chicago; also modern residence for sale or rent; 
will retire. Box 6846 P, % AMA 


ILLINOIS — FOR SALE; EENT PRACTICE AND 
equipment; present location over thirty years; compe 
tition mild; opportunity unlimited; wish to retire by the 
first of the year. Address: 314 Jefferson Building, 
Peoria, Illinois. 


NEW JERSEY — PROSPEROUS SOMERSET HILLS 
practice; equipped office attached to home; open hos- 
pital staffs nearbv; lease for three years at modest 
figure, and practice is yours; to begin residency next 
July; will introduce beginning next May. Box 6792 P, 
Y AMA. 

NEW JERSEY—UNOPPOSED GROWING PRACTICE 
near Manhattan in beautiful country; fully equipped 
home-office with x-ray; good hospitals and part time 
jobs. Box 6613 P, % AMA 

NEW YORK—UPSTATE; POPULATION 5,000; PHYSI- 
cians lovely ten room home fully equipped five room 
office suite having separate entrance; medical records 
available; liquidating estate. Box 7019 P, % AMA 


NEW YORK—PRACTICE IN INTERNAL MEDICINE 
or general practice for sale; attractive well equipped 
five room suite, Ist floor Main Street, best possible lo- 
eation, established 8 years; booming community 100,000; 

ent hospitals, beautiful scenic country, great lakes 
western New York; opportunity unbounded. Box 
A 


OHIO—FOR RENT OR SALE; PHYSICIAN'S OFFICE 
and/or equipment; office located on ground floor with- 
in one half block of public square in county seat; trad- 
ing area of 11,000 people; general practice; equipment 
includes x-ray—EKG. Contact: Dr. E. Galen Rex, Me- 
Connelsville, Ohio, or phone No. 1851, MeConnelsville, 
Ohio. 


OHIO — PREVIOUS PHYSICIAN DECEASED; DOC- 
tor’s office completely equipped and general practice 
of thirty years standing available; no monetary out- 
lay necessary, Contact: Mrs. Bertha Stewart, 132 are 

> 


ton Road, Akron 3, Ohio 


(Continued on page 158) 
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| A CIBA Documentary Report | 


How clinicians evaluate 
the safety and effectiveness 


of RITALIN’ 


as a psychic stumulant 


CONDITIONS TREATED 


RESULTS 


COMMENTS ON SAFETY 


Depression accompanying chronic 
illness and convalescence from 
short-term illness; mild depression 
induced by life pressures; over- 
tranquilization. 


“The drug gave a pla- 
teau type of stimulation, 
with no 
euphoria ... The effect 


smooth onset, 


lasted about four hours, 
gave the patient a feeling 


of well-being... 


Ritalin are 
minimal.” “The work showed that 


“The side effects of 


the drug had no effect on blood 
pressure, the blood count, urine 
or blood sugar, did not depress 
the appetite, and produced no 
tachycardia.”"! 


Lethargy, fatigue and emotional 
depression secondary to chronic 
illness in elderly patients; mild 
depression secondary to short- 
term illness. (Twenty-three “nor- 
mal,” healthy people also received 
the drug.) 


“For the 
tients 66 per cent showed 


entire 112  pa- 
marked improvements 
jobvious drug effect and 
mood improvement]... 


“No serious side reactions were 


noted ... In no case was it nec- 
essary to stop the drug. No evi- 
dence of significant effect upon 
blood pressure or pulse has been 
found, This is particularly inter- 
esting, since these side effects have 


been common with [certain] other 


mood elevating drugs .. 


Drug-induced —psychophysiologic 
depression; physiologic after- 
effects of certain anesthetics; bar- 
biturate intoxication; moribund 
states due to systemic infection. 


“AIL except two fof 129] 
patients responded to the 
initial injection [of paren- 
teral Ritalin] within 114 
to 15 minutes. 


“In no instance was there any 
evidence of untoward effects.” 

“,.. the very poor basic physical 
condition of our patients in this 
study, those associated with pro- 


(All patients were epileptic, 
mentally retarded and/or brain 


damaged.) 


found chronic brain damage, ac- 
g 

centuates the 

parenteral Ritalin..." 


relative] safety of 


INDICATIONS FOR RITALIN AS A PSYCHIC 
STIMULANT: Oral Ritalin is indicated for chronic 
fatigue and depressed and lethargic states such as 
occur in chronic illness, old age, etc.; to overcome 
lethargy or depression associated with tranquilizing 
agents, barbiturates and antihistamines; to improve 
behavior patterns in psychoneuroses and in certain 
senile and/or psychotic patients. Parenteral Ritalin 
is indicated for hastening recovery from postopera- 
tive barbiturate anesthesia; for psychiatric conditions 
associated with depressions; for stimulation of freer 
verbalization during psychotherapeutic interviews 
and for initiating therapy in selected psychiatric 
patients; for cases of acute overdosage of barbiturates, 
tranquilizers, anticonvulsants or other sedative drugs. 


DOSAGE: Oral: Dosage will depend upon indication 
and individual response. Many patients respond to 
10 mg. b.i.d. or tid. Others will require 20-mg. 
doses. In a few cases, 5-mg. doses will be adequate. 
If inability to sleep is encountered, last dose should 
be given before 6 p.m. Parenteral: 10 to 30 mg., intra- 
venously or intramuscularly. RITALIN® hydrochlo- 
ride (methylphenidate hydrochloride CIBA) 

REFERENCES: 1. Natenshon, A. L.: Dis. Nerv. System 
17:392 (Dec.) 1956. 2. Landman, M. E., Preisig, R., and 
Perlman, M.: J. M. Soc. New Jersey 55:55 (Feb.) 1958. 
3. Carter, C. H., and Maley, M. C.: Dis. Nerv. System 


18:146 (April) 1957. 
ome 
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solves acute diarrheal disease problems... ; 

swiftly relieves symptoms @ rapidly destroys 

bacterial pathogens (bactericidal rather than bacteriostatic) is 

@ succeeds where others may fail against the enteric ‘problem z 

pathogens” —— increasingly prevalent, refractory strains 

of Staphylococcus, Escherichia, Salmonella and Shigella 4 

... without creating new problems 

@ does not destroy the normal intestinal flora ‘ 
@ does not encourage monilial or staphylococcal overgrowth : 
does not induce significant bacterial resistance 


A PLEASANT ORANGE-MINT FLAVORED SUSPENSION 
containing Furoxows, 60 mg. per 15 cc., with kaolin and pectin 


@ For patients of all ages (may be mixed with infant formulas, ; 
passes through a standard nursing nipple) m Dosage: Should 
provide (in 4 divided doses) 400 mg. deily for adults, 5 mg/Kg. daily s 
for children Supplied: bottles of 240 cc, (also: Furoxons Tab- 
lets, 100 mg. scored, bottles of 20 and 1.0) 


THE NITROFURANS~—« unicue classe of antimicrobials 
BATON LABORATORIES, NORWICH, NEW YORE 


by is 


carrier unto himself 


Once he is infected with athlete’s foot, he is likely to remain a “carrier 
unto himself,” even without re-exposure. Daily routine application 
of Desenex protects against reinfection and recurrence. 


D e S e n OX: fast relief from itching 
prompt antimycotic action 
OINTMENT — POWDER 
SOLUTION continuing prophylaxis 


NIGHT and DAY treatment 

AT NIGHT — Desenex Ointment (zincundecate) 1 oz. tubes. 

DURING THE DAY — Desenex Powder ( zincundecate) — 11, oz. container. 
ALSO — Desenex Solution (undecylenic acid) — 2 fl. oz. bottles. 


In otomycosis — Desenex Solution or Ointment. 
Write for samples. 


MALTBIE LABORATORIES DIVISION * WALLACE & TIERNAN, INC. « Belleville 9, M..J. 
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(Continued from page 154) LARGEST STOCK OF USED-RECONDITIONED AND 
SOUTH DAKOTA—EXCELLENT OPPORTUNITY FOR models of diagnostic and therapy units; ¢ ivere¢ in 
general practitioner or obstetrician Ath dae! ae — stalled, guaranteed and serviced, Write for detalis of 
deen, city of 25,000 with surrounding area of 100,000; new deferred payment plan and new accessory price 
office and medical equipment, surgical instruments and list: The Kramer X 95 7 Company, Inc., formerly Med- 
records of thirty-fi years active practice available to- ical Salvage Co., Inc., 217 E. 23rd Street, New York 10, 
gether or separately; being sold due to death of phy- New York. Q 
sician. Contact: L. A. Aaro, 1522 Damon Court, THE ALL NEW TERRELL RECTAL TABLE; MOTOR 
Rochester, Minnesota P tilted; circular upon request. Harry Wells, 400 East 
59th Street, New York 22, New York. Q 
FOR SALE—BENEDICT OPERATING GASTROSCOPE, 
APPARATUS ETC., FOR SALE excellent condition; used 4 times. Box 6998 Q, % AMA. 
GUARANTEED RECONDITIONED X-RAY, ELECTRO- 
medical and electrocardiographic equipment; available 
at all district offices; United States and Canada; deal FOR RENT 
directly with factory organization; all sales and service 
personnel factory-trained; prices include installation OFFICE—EMINENTLY SUITABLE FOR ENT, PSY- 
and operating instructions. Write to: B-ti, General chiatry or other specialty; to let, in modern profession 
Electric Company, X-ray Department, 4855 Electric al building, in growing community; one hour from 
Ave., Milwaukee |, Wisconsin. Q New York City; busy general practice and obstetrics 
FOR SALE—EYE EQUIPMENT; GREEN REFRACTOR: 
hydraulic chair with retinoscope; ophthalmoscope at- O11 T, % AMA 
tachments; Bausch-Lomb slit lamp; visual acuity tester TO LEASE MEDICAL OFFICES IN GROWING COM 
with slides; Bausch-Lomb perimeter; excellent condi- munity; new building; ample parking, a 
tion; slightly used; inspection invited. Contact: K. E. on Irving Park corner Ash Street, in 
ha rg MD, 157 Spruce Street, Morgantown, West Call: Frank J. Stifter, Porter 6-0886 6:00 PM. 
Q BEVERLY HILLS PROFESSIONAL BUILDING: 
RADDOCK PERITONEOSCOPE — LIKE NEW: $100. prime office space available; reasonable rentals; will 
Kent A. Alcorn, MD, 420 Center Avenue, Bay City, decorate extensively for reasonable lease. ane 
Michigan Q 1-6233, Beverly Hills, California 
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| BELLEVUE PLACE 
for 


Mental Diseases 


and 


Nervous 


EDWARD ROSS, M.D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


SECLUSION Est. 1909 MATERNITY 


Private sanitarium for the care of a limited <r". or 
number of unfortunate girls. Rates reason- £5354 ays 
oble. In certain cases work given to reduce 4 <F 
expenses. Certified obstetrician in charge 

All adoptions, if desired, ore arranged thru Be; 


the juvenile court of K. C. Early entrance 

odvised. All correspondence confidential 
Werte or phone 

Grace Schroer, Supt. WA 3-3577 

4911 E. 27th St.—K. C.. Mo. 


Toh gue Blade is more than 
a piece of wood—it is an instrument. You She was put on — 

need its advanced features. Tell your nurse Ritalin and immediately 
write for a free carton. g 

wee clinical investigators report 


benefits and safety of 
: a hydrochloride 
TONGUE BLADE Rital in 
bh OVAL WOOD DISH CORPORATION see page 155 


TUPPER LAKE, N.Y. i ' cancer (Natenshon, A. L.: Dis. Nerv. System 17:392 (Dec.) 1956.) 
GRAYBAR BLDG,, NEW YORK CITY + 506 SO. WABASH AVE, CHICAGO, IU. C 1B A 


INVALUABLE A 
for DOCTORS sé 


WHEN INFECTION ‘and { | 
suc and INFLAMMATION are INTERLACED 


PORTABLE 
SLIDE FILES 


For 3%," x 4 
slides. 


* PERFECT SLIDE PROTECTION! 
NO BREAKAGE, DUST, 


* ‘ANGLE GROOVE’ CONSTRUCTION! / 


Finger-tip slide reference. View 


/n Dermatoses and 
Otitis Externa.... 


NEO-CORT-DOME 


LOTION PH4.6 
Acid Mantie®—Hydrocortisone—Neomycin 


| 
| Note: 
Lotion is 
especially 
BEAUTY! Magnificent seasoned hardwood, | effective in 
smartly styled. Walnut finish. Comfortable, | hairy areas 
leather handles. Lock corner joints. Brass-plated and tissue 
hardware, snap locks. folds SOME CHEMICALS 


* 3 SIZES AVAILABLE! 


(All with removable index, numbered slots) 


each slide without removing from 


in antiinflammatory, antipruritic, 


antiallergic and antibacterial action. 
Restores normal skin acidity. 


Supply: ¥2% or 1% Hydrocortisone with 5 mg. per gm. 
Neomycin Sulfate in 4% oz., 1 oz., 2 oz., 4 oz. squeeze 
bottles. (42 oz. size has special soft plastic tip for easy 


34-25 25 slides. $ 6.45 licati f ; 
34-50 50 slides. 10.75 application of contents into external ear in otitis externa.) 
34-100 100 slides. 12.95 Samples and literature available on request. 


Consult your lo- THE NEGA FILE CO. 


cal photo dealer 4 i 
or order direct NEGA} FILE NEW YORK 23 « LOS ANGELES 46 In Car 


DOYLESTOWN, Pa 


Vol. 168, No. 12 159 
See — 
FINGER | REINFORCING FILLE FAIRMOUNT 
\ DONTROL. TW CENTER SECTION. 
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WHY RISK DELAYED RECOVERY 
FROM 


Staphylococcic enteritis and other serious staph infections among 
hospitalized patients may be refractory to most antibiotics except 
CATHOMYCIN (novobiocin). For such infections, CATHOMYCIN consti- 
tutes an excellent antibiotic. It has an established record* of effectiveness 
against strains of organisms resistant to most other antibiotics. When 
administered in combination with other antibiotics, CATHOMYCIN may 
delay the emergence of resistant strains. 


CATHOMYCIN produces therapeutic blood levels quickly—usually main- 
taining these levels for 12 hours or more. The drug does not destroy 
beneficial intestinal flora. It is generally well tolerated and shows no 
evidence of cross-resistance with other antibiotics. 


CATHOMYCIN 


for staphyiococcic septicemia, enteritis, postoperative wound infections and other NOVOB 1OCIN 
serious staph infections. 


DOSAGE: Adults: CATHOMYCIN Sodium 2 capsules b.i.d. or CATHOMYCIN Calcium 
Syrup 4 teaspoonfuls b.i.d. Children: (up to 12 years) 2 to 8 teaspoonfuls daily in 
divided doses based on 10 mg. CATHOMYCIN per Ib. of body weight per day. 
SUPPLIED: Capsules sodium novobiocin, each containing the equivalent of 250 mg. 
of novobiocin—vials of 16 and 100—and as an orange-flavored syrup (aqueous 
suspension), in bottles of 60 cc. and 473 cc. (1 pint). Each 5 cc. CATHOMYCIN Syrup 
contains 125 mg. (2.5%) novobiocin, as calcium novobiocin. 
*Complete bibliography available on request. 


|| 
SYRUP 
® 
For Parenteral Therapy LYOVAC° CATHOMYCIN 
= mo MERCK SHARP & DOHME bivision of MERCK & CO., INnc., Philadelphia 1, Pa. 


Postnasal drip can be controlled with a single 
timed-release TRIAMINIC TABLET. Mucus flow is 
decreased — annoying throat-clearing need no 
longer interrupt sleep. Equally welcome and 
effective relief is obtained in allergic rhinitis, 
sinusitis and the respiratory congestion of the 
common cold. TRIAMINIC acts systemically to 
clear the nasal and paranasal passages prompt- 
ly and keep them clear for 6 to 8 hours. 


Each timed-release TRIAMINIC TABLET contains: 


Phenylpropanolamine 
hydrochloride . . . 


Pheniramine maleate... 
Pyrilamine maleate...) . «25mg, 
Dosage: For nasal congestion, 1 tablet in the 


morning, mid-afternoon and at bedtime, if 
needed. In postnasal drip, 1 tablet at bedtime 


is usually sufficient. 


Triaminic for the Pediatric Patient 


New TRIAMINIC JUVELETS®, providing easy-to- 
swallow half-dosages for the 6-to 12-year-old 
child, retaining timed-release construction for 


prolonged relief. 


TRIAMINIC syruP, for those children and adults 
who prefer a liquid medication. Each 5 ml. tea- 
spoonful is equivalent to 4 TRIAMINIC TABLET 


or 42 TRIAMINIC JUVELET. 


Trademark 


postnasal drip orally 
relief in minutes...lasts for hours 


50 mg. 


“Besides avoiding the risk of nasal mucosal 
pathology associated with topical application, 
the oral administration of decongestants pro- 
vides better distribution via the blood stream, 
and furnishes decongestion in areas that can- 
not be reached by topical administration. Oral 
administration also provides longer duration of 
action. Post-therapeutic turgescence or ‘re- 
bound’ is rarely encountered.” 

Lhotka, F. M.: Ill. M. J. 112:259 (Dec.) 1957. 


“Timed-release” keeps each TRIAMINIC 
tablet working for 6 to 8 hours to provide 
uninterrupted freedom from congestion. 
Especially valuable in providing night- 
long relief from the discomfort of post- 
nasal drip. 


first—the outer layer dissolves 
within minutes to produce 3 to 4 


hours of relief 


then —the inner core disintegrates 
to give 3 to 4 more 
hours of relief 


& R 
“timed-release”’ 
tablets 


stop running noses... a ; a _ and open stuffed noses orally 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska « Peterborough, Canada 
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& 


(H.W.& D. brand of lututrin) 


IN PREMATURE LABOR 


and dysmenorrhea 


® 


LUTREXIN isa naturally occurring, 


non-steroid, uterine relaxing 


ovarian hormone proven by 


biochemical methods to differ from 


all other ovarian hormones. 


LUTREXIN blocks the action of 


pituitary hormones.’ 


LUTREXIN has produced favorable 


clinical results in premature labor,’ 


and dysmenorrhea.” 


LUTREXIN, orally administered, 


appears in the blood stream within 
thirty minutes and specifically 


relaxes uterine muscle contractions 


(as in the accompanying tracing). 


Supplied in bottles of 25— 


2000 unit tablets 


1. Bryant, H. H.: to be published. 


Majewski, J. T. and Jennings, T.: Obstetrics 
& Gynecology, Vol. 5, No. 5, 1955. 

3. Majewski, J. T. and Jennings, T.: Obstetrics 
& Gynecology, Vol. 9, No. 3, 1957. 


4. Hardy, E. D.: to be published. 


5. Jones, G. S. and Smith, F.: Am. J. Obstet. 
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6. Jones, Scott S.: Northwest Medicine, Vol. 


54, 1253-1254, 1955. 


of LUTREXIN on 


in vivo measurement 


contracting uterine muscle 


AA AAmA 


HYNSON, WESTCOTT 
& DUNNING, INC. 


BALTIMORE 1, MARYLAND <> 
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